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The United States (U.S.) has been at war for more than a decade. Despite the fact that 
oficial U.S. combat engagement has ended, the medical and emotional costs of Operation 
Enduring Freedom in Afghanistan and Operation Iraqi Freedom wil continue. Because of 
this, the military disability system and its associated benefits wil be a vital aspect of re-
integrating into civilians life for many veterans who are sick or injured as a result of their 
military service. In 2008, the military’s Integrated Disability Evaluation System (IDES) was 
launched as a cooperation between the Department of Defense (DoD) and the Department of 
Veterans’ Afairs (VA) with two primary goals: streamlining the disability evaluation 
process, and making it easier for service members who are discharging because of a medical 
disability to secure care and associated benefits. This dissertation provides an in-depth case 
study of the IDES. It is grounded in a conceptual model that reflects the policy cycle because 
the overarching goal of the dissertation is to close the gap between researchers and 
policymakers. The three manuscripts that comprise the main content of the dissertation 
examine IDES at distinct stages of the policy cycle. Through this approach, the dissertation 
iluminates the distinct portions of the cycle, informs researchers’ understanding of the policy 
process, and identifies a role for them in this process.  
My research findings are presented in three manuscripts. The first manuscript, which 
relied on document review, a media analysis and in-depth interviews, is focused on the policy 
development phase of the policy cycle and examines both the political and practical events 
that conspired in order for the IDES to become reality. This manuscript draws on lessons 
from the political science literature to explain how the IDES became the response to a broken 
transition process. This research showed there were three lessons from the political science 
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literature which can help researchers advance their work in the congressional policymaking 
arena: (1) timing is vital. Public health researchers must be prepared with policy solutions to 
problems in order to take advantage of windows of opportunity. (2) Public health researchers 
should understand the authorization process, and use it to their advantage. (3) Public health 
researchers should capitalize on “advantaged” social construction of groups when possible. If 
the population of interest to the researcher does not fal into an advantaged category, 
researchers should work with interest groups to improve the social construction of the group 
they seek to assist. By utilizing these lessons, public health researchers can help close the 
gap between research and policymaking with the goal of advancing evidence-based 
policy to improve the public’s health. 
The second manuscript reflects the assurance phase of the policy cycle by looking at 
the implementation of IDES. It utilizes a Community Based Participatory Research (CBPR) 
framework to explore the information legislators and their stafs seek in assessing the IDES. 
Policymakers are the community of interest in this study and, through in-depth interviews, I 
investigated the feasibility of engaging the congressional policymaking community in the 
formative stage of academic research. I found that policymakers are not only wiling to 
participate in the formative stages of research, but that they welcomed the opportunity. 
Furthermore, they gave concrete recommendations for research. I integrated these 
recommendations into the third manuscript of this dissertation. This wilingness to participate 
may be understood in terms of policymakers’ perceptions of academia. Interviewees 
described academia as “credible,” unbiased sources of information, and welcomed their input 
to policymaking. However, participants noted they curently lack access to academia. 
Applying a CPBR framework to the policymaking community provides a viable avenue for 
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researchers to engage with the policymaking process. The results of this study show that 
there is clearly space for researchers in the congressional policymaking process that is 
curently not being filed. 
The third manuscript straddles the assurance and assessment phases of the cycle and it 
seeks to evaluate the experience of the IDES for veterans with PTSD vs. veterans without 
PTSD through a survey of veterans who transitioned under the new system. I was specificaly 
interested in four domains: 1) satisfaction with the IDES 2) understanding of the IDES 3) 
time to complete the IDES and, 4) success of reintegration into civilian life folowing the 
IDES. Overal, those with PTSD were less satisfied with the IDES, took longer to 
complete the IDES and were struggling more to reintegrate into civilian life. No 
statisticaly significant diferences were found regarding understanding of the IDES. 
Those with PTSD are a large and important subgroup and policymaker should address the 
needs of this population. Lessons learned in manuscripts 1 and 2 wil help me disseminate 
this research. 
This dissertation is focused on bridging the divide between research and policy making. 
By demonstrating that it is possible to engage in the political process as a researcher, I hope 
this work wil encourage other public health researchers to also view the political process as a 
viable avenue for advancing the public’s health. 
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The United States (U.S.) has been at war for more than a decade. Despite the fact that 
oficial U.S. combat engagement has ended, the medical and emotional costs of Operation 
Enduring Freedom in Afghanistan and Operation Iraqi Freedom wil continue. Because of 
this, the military disability system and its associated benefits wil be a vital aspect of re-
integrating into civilians life for many veterans who are sick or injured as a result of their 
military service. In 2008, the military’s Integrated Disability Evaluation System (IDES) was 
launched as a cooperation between the Department of Defense (DoD) and the Department of 
Veterans’ Afairs (VA) with two primary goals: streamlining the disability evaluation 
process, and making it easier for service members who are discharging because of a medical 
disability to secure care and associated benefits. This dissertation provides an in-depth case 
study of the IDES. It is grounded in a conceptual model that reflects the policy cycle. The 
three manuscripts that comprise the main content of the dissertation examine IDES at distinct 
stages of the policy cycle. Through this approach, the dissertation iluminates the distinct 
portions of the cycle, informs researchers’ understanding of the policy process, and identifies 
a role for them in this process.  
The Policy Cycle 
  The U.S. Department of Health and Human Services’ (DHHS) model of core 
functions and essential services for public health was an important source for the conceptual 
model that guides this research (Figure 1). The DHHS model presents three main areas of 
responsibility for public health: assessment, policy development and assurance, which 
comprise the policy cycle. When legislation passes, assessment and policy development have 
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already occured. Implementation and evaluation of the new policy then fal under the 
assurance phase. Problems wil then be identified with the new policy and used to repeat the 
assessment phase and the cycle wil begin anew (1). This Introduction wil expand upon the 
separate parts of the policy cycle and highlight how each of the three manuscripts that 
comprise this dissertation focuses on diferent aspects of the cycle. 
Figure 1.1 The Policy Cycle 
 
Political influence on the Policy Cycle 
However, this aforementioned cycle does not happen in a vacuum without political 
influence. Political scientists have developed a similar model of the policy process (2) which 
can help to iluminate this. According to Thomas Birkland, once a law has been passed, 
feedback influences the political system and the cycle begins again. Birkland also cites 
elections, media, public opinion, and the personal agendas of decision makers as influential 
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policy, public health professionals should understand the role they can play when conducting 
research that may inform policy recommendations. By successfuly navigating this context, 
researchers can leverage the legislative process to improve the public’s health.  
Applying the conceptual model to IDES 
By understanding the policy cycle and its relationship to public health policy research, 
practitioners and researchers can more efectively influence the political process. The IDES 
is an ideal case to investigate through the lens of the policy cycle for two reasons. First, 
garnering legislative support for the IDES required understanding of the political influences 
highlighted by Birkland’s model discussed above, and thus can be ilustrative of how 
researchers can navigate that process. Second, several reports and recommendations have 
pointed to shortcoming with IDES and the need for improvements, and the identification of 
problems during assessments is part of the policy cycle (3). Policymakers are aware of these 
concerns and eager to address them, particularly because, as evidence from this dissertation 
and other literature (4) wil demonstrate, they identify veterans to be politicaly important. 
Each manuscript of this dissertation expounds the IDES through a phase of the policy 
cycle. The first manuscript of this dissertation is about the policy development phase and 
examines both the political and practical events that conspired in order for the IDES to 
become reality. Through a review of congressional documents, in-depth interviews with 
legislative staf, and a media analysis, manuscript one describes and analyzes how the IDES 
became the response to a broken transition process. This manuscript draws on lessons from 
the political science literature and is intended as a guide for public health researchers as they 
engage the political system to promote research as a resource for policymakers. 
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The second manuscript reflects the assurance phase and the implementation of IDES. 
Through a series of in-depth interviews, manuscript 2 explores the information legislators 
and their stafs seek in assessing the IDES. This manuscript draws on lessons from the 
Community Based Participatory Research (CBPR) about how to engage a community in the 
research process. For the purposes of this manuscript, I consider policymakers as the 
community of interest and investigate the feasibility of engaging the congressional 
policymaking community in the formative stage of academic research.  
The third manuscript straddles the assurance and assessment phases of the cycle: it 
seeks to evaluate the IDES through a survey of veterans who transitioned under the system 
and diagnose problems with the experience that can be improved through policy changes. 
Specificaly, the survey investigates the transition experience for veterans with a PTSD 
diagnosis compared to those that do not have a PTSD diagnosis. The survey drew heavily 
from previous research on the “legacy system” which existed prior to the IDES (5), extant 
research on disability (6-8), and on the findings from a series of in-depth interviews 
conducted for this dissertation.  
The three study aims, which guided this dissertation, align with the three manuscripts: 
Study aim 1: With the assistance of the political science literature, identify and understand 
the political factors that influenced legislative support for the IDES. 
 
Study aim 2: Apply CBPR principles to the IDES case to provide a model for beter 
integrating research into congressional health policy formulation and in doing so, inform 
development of a survey to evaluate the IDES experience that was relevant to congressional 
policymakers.   
 
Study aim 3: Conduct a survey to evaluate the experience of the IDES process for veterans 
with PTSD compared to veterans without PTSD, based on previous research and the 
knowledge gained in Aim 2. 
 
This introductory chapter describes the IDES and provides context for the cals for 
change in the transition from the military to the VA. It then covers the topic of PTSD by 
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presenting the scope of the problem and a description of what is curently known about 
PTSD and military disability. It then moves on to discuss the historical role of Congress in 
veterans’ health care policy and lessons from the political science literature that help to 
explain the congressional policymaking proces. I conclude with a discussion of CBPR and 
its application to policymaking.  
 
The Integrated Disability Evaluation System 
The IDES was a response to problems with service members’ transition out of the 
military and the disability evaluation process involved in that transition. Service members, 
the DoD and VA leadership, and members of Congress al widely recognized this transition 
as a source of frustration and confusion, and policy experts on the issue cited it as a reason for 
poor access to resources and medical care (5). However, it wasn’t until the Washington Post 
published the first of a series of articles detailing “bleak” and “neglected” conditions at 
Walter Reed Army Medical Center that any real progress began towards a more streamlined 
system (9). 
Before the IDES, under the “legacy system,” service members were evaluated twice 
for disability: once by the DoD and then again by the VA. These two ratings often difered, 
causing confusion among service members. The “President’s Commission on Care for 
America’s Returning Wounded Wariors,” commonly caled the Dole-Shalala Commission 
after its two chairs (5), discussed the legacy system’s chalenges in a report which contained a 
system-wide evaluation. It detailed the long delays service members faced when being 
evaluated for disability adjudication and dissatisfaction and misunderstanding of the system. 
The report also contained the findings from a survey of service members who had been 
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medicaly evacuated from Iraq or Afghanistan. Less than 40% of respondents expressed 
satisfaction with the system, and slightly more than 40% understood the evaluation system 
(5). Furthermore, approximately 40% of respondents took 21 weeks or more to complete the 
VA evaluation process. This means a significant portion of the population waited seven 
months for VA payments and care at a VA facility (5). 
Crafters of the IDES aimed to streamline the transition process, shorten the time to 
claim adjudication, and increase satisfaction and understanding among users (5, 10) by 
eliminating the dual evaluation process. Under the IDES, service members now receive one 
disability rating from the VA only and no rating from the DoD. 
While the IDES holds promise for improving the lives of veterans over the legacy 
system, there are chalenges. The Government Accountability Ofice (GAO) concluded in a 
report that the evaluation process continues to be slow and confusing (11). The Recovering 
Wariors Task Force, charged by Congress with overseeing the IDES in the 2008 NDAA 
(P.L. 110-84), described transitioning under IDES as “a lengthy and mystifying ordeal” and 
in 2015 made recommendations to overhaul the entire system (3). Specificaly, they 
recommended emphasizing return to work as soon as possible and outlined 5 “halmarks” 
that should be included in the new approach: standardization across the service branches; 
employment of an evidence based, predictable and transparent process; a structured payment 
for compensation for lost future pay or employment capability; incentivizing welness by 
focusing on work, education and retraining opportunities; and finaly having a family- and 





Post Traumatic Stress Disorder 
IDES is an extensive process, with many facets and Aim 3 of this dissertation focuses 
on the IDES experience specifically for veterans with a PTSD diagnosis, compared to those 
without a PTSD diagnosis (a ful technical definition of PTSD can be found in Appendix A). 
It is essential to identify problems with the IDES for those with PTSD for several reasons. 
First, several studies have demonstrated targeted, expedient care as an efective 
intervention for chronic PTSD (12-15). Languishing in the disability evaluation system 
potentialy delays access to VA care and associated disability benefits. PTSD is among the 
top ten most common disabilities for which veterans receive disability benefits, and the 
second most common diagnosis for service members medicaly separating from the Army 
(the largest service branch) (16). And it is growing; the percent adjudicated for PTSD among 
al who medicaly separated from the Army increased from 20% (in the years 2008 to 2012 
combined) to 31% in 2013 (16). Interview data from this dissertation also indicates veterans 
generaly, especialy those with a PTSD diagnosis are of particular interest to policymakers 
because this group is so large and it receives a lot of media atention. This is also noted in the 
literature (4, 17, 18). Despite the need for atention to this issue, we are unaware of any 
research that has been conducted about the experience of the IDES for PTSD patients. By 
targeting this group, this research wil yield policy suggestions about how to improve the 
IDES for a large portion of the disabled veterans population.  
Second, PTSD is also likely a larger issue than the disability adjudication rates 
indicate: while the literature varies as to the exact percentage of soldiers who sufer from 
PTSD, one meta-analysis found rates of 5.5% (95% CI, 5.4-5.6) in the general military 
population and 13.2% (12.8-13.7) in active duty infantry units (19). Another study found that 
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as many as 20% of soldiers returning from Iraq and Afghanistan sufer from trauma-related 
depression or PTSD (20). Puting this percentage in context, during the first ten years of 
engagement in Iraq and Afghanistan (2001-2011) the Army alone had deployed service 
members for more than 1.5 milion troop-years (21). A troop year is a metric used to describe 
cumulative deployment length (1 service member for 12 months is equal to one troop-year 
and 2 service members for 6 months each is also equal to 1 troop-year). 
Studies have shown women and men experience post-deployment PTSD at similar 
rates (22, 23); however, among service members who were injured during deployment, 
women were shown to have more severe PTSD symptomology than men (24) and experience 
PTSD symptoms for longer periods (25). Research also shows that a large proportion of 
female service members (35-86%) have experienced military sexual trauma (MST) or sexual 
assault external to the military, compared to a smaler proportion of men (2-16%) (26, 27). 
The rate of PTSD among MST victims is twice the rate in military women who have not 
experienced MST (26). MST has been noted as particularly traumatic compared to civilian 
sexual assault because there is litle hierarchical support for the victim who often needs to 
work with her atacker (28). 
PTSD and other non-physical wounds can make it chalenging for returning service 
members to hold down a job, support a family, and adjust to civilian life (29). Furthermore, 
the financial and human cost of mental ilness wil continue to grow if untreated (30). 
Research has shown that those with chronic PTSD are at higher risk of chronic diseases such 
as diabetes and heart disease (31, 32). PTSD is also often associated with domestic violence 
and substance abuse (33, 34). PTSD is also a significant predictor of suicidal ideation and 
suicide atempts (35, 36), especialy in military populations (34) and from 2001 to 2008, the 
 
 9
suicide rate within the US military increased by fifty percent (37). More military personnel 
commited suicide from 2001-2012 than died in combat in Afghanistan during those years 
(37). 
Technical Definition of PTSD 
The curent definition of PTSD included in the Diagnostic Statistical Manual (DSM)-
V has 6 major categories for a diagnosis: 1) stressor, 2) intrusion symptoms 3) avoidance, 4) 
negative alterations in cognitions and mood 5) alterations in arousal and reactivity, 6) 
duration, and the functional significance of the symptoms within these categories (38). 
Within each category, there is a specific list of symptoms. The ful definition for adults as it 
appears in the DSM-5 can be found in Appendix A. 
 
PTSD and Military Disability 
When a member of the US military has a service related injury or ilness such as 
PTSD, Traumatic Brain Injury (TBI) or major limb trauma, he or she is eligible for disability 
status. Their length of service and their level of impairment determine their compensation 
and care benefits. Epidemiologic research has shown that claims adjudication is not 
influenced by demographic characteristics such as age, gender, race or insurance status (39). 
However, women are evaluated for disability at a statisticaly significantly higher rate than 
men, and in the Navy and Marine Corps, women retire from the armed services due to a 
disability at higher rates (32.9 and 46.2 per 10,000 respectively) than men (21.4 and 35.0 per 
10,000 respectively) (40). Policymakers have expressed a particular interest in how the 
disability system difers for women (41).  
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Active duty service members also receive disability retirement and evaluations at a 
higher rate compared to Guard or Reserve service members (40). In the Army, the rate of 
evaluations for disability was 39 per 10,000 among Guard and Reserve service members 
compared to 195 per 10,000 among Active Duty service members. Rates of retirements in the 
Army were 16 per 10,000 among Guard and Reserve service members compared to 66 per 
10,000 among active duty service members. In the Navy, the rate of evaluations for Guard 
and Reserve service members compared to Active Duty service members was 30 and 77 per 
10,000 respectively and the rate of retirement was 11 and 26 per 10,000 respectively. 
Research also shows that there are inconsistencies about how the IDES is administered for 
Guard and Reserve members compared to active duty members (42). Previous research on 
the legacy system also indicated that there were diferences between these two groups in their 
experience of the disability evaluation system. Guard and Reserve service members reported 
less satisfaction with the system than Active Duty service members (5). 
Questions have been raised about who seeks compensation for PTSD and why. 
Reasons vary but several studies have explored this question, and show that veterans who 
seek compensation tend to sufer from more severe symptoms of PTSD than those who have 
the diagnosis but do not seek compensation (43). Qualitative research on this subject suggests 
there are 5 interelated categories of reasons for seeking disability status and compensation. 
These include: “tangible need” (health care coverage, financial, schooling/training), “need for 
problem identification or clarification” so that he/she is eligible for care and help with 
financial needs in the future, “belief that it wil justify or legitimize disability status”, 
“encouragement from trusted others” and “professional assistance” from veterans advocacy 
organizations (44). Survey findings acknowledge sufering and relief from self-blame as the 
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most prevalent reasons for seeking compensation, though financial need did increase as 
income decreased in the sample (45). 
Research also shows that for low-income veterans with PTSD, disability benefits can 
be a lifeline. One study found that the odds of impoverishment were significantly lower for 
veterans with PTSD who were receiving VA disability benefits compared to veterans with 
PTSD who were not receiving disability benefits. The authors also showed that this 
diference was particularly pronounced among African American veterans (46). Another 
study demonstrated reductions in homelessness and clinicaly meaningful reductions in 
PTSD symptomology for individuals receiving VA benefits for PTSD compared to those that 
were not receiving benefits(44). 
One concern about disability compensation often cited with regard to mental 
disorders and PTSD is that some individuals may be malingering in the system (45, 47). 
There are ways to address this concern through clinical PTSD testing (48-50).   
Barriers to Care and Compensation for PTSD patients 
 
While there is concern about service members exaggerating or falsifying symptoms 
to gain disability benefits, there is perhaps greater concern that individuals with PTSD are not 
being identified and/or accessing care. Stigma associated with mental health issues [6, 48] is 
the reason most often cited for this oversight. Coupled with stigma, because commanding 
oficers and any promotion board has access to a service member’s medical records, there is 
the added concern by service members that PTSD wil harm their career and potential for 
advancement (20). Logistical problems such as not knowing where to seek care, or not 
having transportation to get to an appointment, were also bariers (20). These bariers are 
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particularly concerning because targeted, expedient care is an efective intervention for 
chronic PTSD (12-15). 
Administrative bariers also contribute to service members not accessing care. 
Soldiers often do not receive the care they need from the VA, or there is a long delay in 
receiving care when they transition from the DoD (5, 51-53). Reasons cited for these 
chalenges include problems with the disability rating system, stafing shortages, and distrust 
of the system (5, 51-53), which have resulted in many soldiers faling through the cracks 
(54). 
Role of Congress 
Stepping away from a discussion on PTSD specificaly, the next section wil address 
the role Congress plays in the general health of U.S. service members and their access to 
disability benefits. Congress has long had a role in the health care system for our nation’s 
military personnel, largely through its responsibility for authorizing and appropriating funds 
for veterans’ care. 
In 1776 the Continental Congress voted to compensate any soldier injured in batle in 
defense of the colony. Since then Congress has been involved in decisions about the health 
and wel being of our nation’s service members (55). In the 1830s, Congress passed 
legislation shifting pension payments to compensate military personnel based on time served 
(56). Thus began a long intertwined history of legislators making decisions that impact the 
scope and amount of disability coverage a soldier receives. This is the reason this dissertation 
is conceptualized using a model of the policy cycle with Congress in this instrumental role.  
World War I had a significant impact on the health of veterans, and Congress’ 
response was in-line with the scope of this impact. In 1921 the Veterans Bureau Act passed 
in response to the hundreds of thousands of soldiers kiled or wounded in World War I. This 
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bil created the predecessor to the VA by consolidating the Federal Board for Vocational 
Education, the Bureau of War Risk Insurance, and the branch of the U.S. Public Health 
Service responsible for veterans’ care (55).  
In 1930 Congress created the VA through legislation that consolidated the Veterans 
Bureau, the Bureau of Pensions, and the National Home for Disabled Volunteer Soldiers to 
create the new agency (55). In 1956, in the wake of the Korean War, the Bradley 
Commission was created by executive order to investigate the types of benefits provided to 
veterans. On veterans’ programs, this Commission concluded: 
[There is an] urgent need of revision and modernization to bring them in line 
with the basic changes which [sic] have occured and are stil occuring in our 
society. There is, at present, no clear national philosophy of veterans’ 
benefits. This Commission has endeavored to develop a philosophy and 
guiding principles, on the basis of which our national obligation to veterans 
can be discharged generously. (55) 
 
Folowing this report, Congress passed the Veterans’ Benefits Act of 1958, designed to 
address many of the concerns raised by the Bradley Commission (56), further demonstrating 
the impact congressional action can have on military health (55). 
The Vietnam War also brought legislative changes to the veterans’ health policy 
landscape. In 1965, Congress passed the largest national insurance program, the 
“Servicemen’s Group Life Insurance (SGLI)” (55). 
However, by the mid 1980’s, instead of health benefits for veterans continuing to expand, 
access to VA hospitals began to be restricted. In 1986, Congress limited veterans’ access to 
VA hospitals by specifying that only those considered indigent or disabled, and those 
belonging to special groups, such as prisoners of war, could receive care without payment. 
Al others were required to pay for their treatment in ful. In 1990, facing a tough budget 
climate and the close of the Cold War, Congress went even further when they redefined the 
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disability criteria. Low-income veterans over the age of 65 were no longer automaticaly 
classified as disabled, thus reducing the number entitled to VA care (57). Access to VA 
hospitals continues to be limited today and priority for treatment is given based on level of 
disability, which has proven to be problematic (58). 
Congress is responsible for the authorization and appropriation of funds to care for our 
nation’s veterans’. In this role, Congress impacts the depth and breadth of health care 
veterans and active duty service members receive. The IDES is yet another example of 
Congress’ role in military health.  
 
Lessons from the Political Science Literature 
As demonstrated in the preceding section, Congress has an instrumental role in veterans’ 
health policy. For this reason, the congressional arena is a viable avenue for improving 
veterans’ health policy. However, if a researcher plans to take this route, he or she must be 
aware of political forces. Deborah Stone argues that good research alone does not lead to new 
or improved policy: politics is an essential part of the policy-making process (59). For 
example, the policy communities involved in the policy making proces who influence both 
congress and the federal agencies are important to consider as part of this process (60). As 
such, there are important lessons that public health researchers can learn from the political 
science literature. This has been noted in the public health literature. Bernier and Clavier 
advocate that public health professionals use findings from political science to engage in the 
policy making process because it can lead to more thoughtful, policy-relevant research (61). 
Political science can provide insight into why politicians support certain policies, and help 
health researchers use evidence to move policy ideas from research to reality. Oliver argues 
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that a beter understanding of the “political dimensions” of health policy wil help researchers 
“conduct more realistic research and evaluation, beter anticipate opportunities as wel as 
constraints on governmental action, and design more efective policies and programs”(62). 
Despite the potential application of political science to use research findings to inform policy 
decisions, the public health literature contains few examples of this (61, 63, 64). Of note, one 
law review article, by Rutkow et al. reviewed vaccination policy and the political factors that 
contributed to changes in that area (65). Bary et al. examined the political factors that led to 
changes in mental health parity laws (66). This paper adds to these contributions with a case 
study that draws on lessons from the political science literature to understand how and why 
IDES was realized through policy action. 
I’ve identified three lessons from the political science literature that help to explain 
how a researcher might utilize aspects of the political system to changing health policy: 
1) timing is important (67); 2) the social perceptions of the group targeted for assistance 
can aid or hinder legislative success (4); and 3) reauthorization legislation is an important 
vehicle for accomplishing change (68). The application of these lessons wil be discussed 
as it applied to IDES in manuscript 1 but I wil introduce them here. 
John Kingdon, among other political scientists (69), teaches us that timing is 
important. Kingdon describes what he cals a “window of opportunity.” In order to create 
a “window” there are three streams at work: a problem stream, a policy stream, and a 
political stream. A problem stream represents a defined problem that requires a solution; a 
policy stream is an available policy that would address the problem; and a political stream is 
the political wil to make a change (67). When these three streams converge for a particular 
issue it creates a “window of opportunity.” Recognizing and taking advantage of points in 
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time when a policy window is open can make the diference between realizing a new law, 
regulation, or policy and failing in that efort (67). Kingdon, as wel as other political 
scientists (69) describe crisis events as one way that policy windows open and decision 
makers become more open to policy ideas and related research. Kingdon also described 
scheduled events, such as an annual budget bil, as a time that a window might open. 
Authorizing legislation is on a scheduled timeline and is often tied to the operation of a 
federal agency. Congress considers authorizing bils such as the National Defense 
Authorization Act (NDAA) annualy; its passage is needed for the DoD to function. Political 
scientists Adler and Wilkerson have also demonstrated that authorizing legislation presents 
an opportunity for new policy proposals. The prominence of authorizing legislation is 
ilustrated in their work: one study atributed nearly two thirds of votes on the House floor to 
reauthorization legislation (68). But it isn’t just recognizing timing, it is also knowing how to 
utilize the authorization process specificaly. Because authorizing legislation is something 
that “must pass,” in an era of increased partisan polarization “policy-making atention” may 
increasingly shift to “recuring and necessary temporary legislation” such as authorization 
legislation (68). From a practical standpoint, if a new policy is even tangentialy related to an 
authorization bil, legislators are wel served to position that bil as part of a larger 
authorization. Recognizing good timing, and identifying a potential authorization bils as 
vehicles, however, are not suficient to pass legislation. 
The role of stakeholders associated with a policy proposal, how they are viewed, and 
their level of influence over policy makers is a central explanatory factor in Schneider and 
Ingram’s work. Social groups, such as veterans and military personnel, can be either 
positively or negatively socialy constructed by “politics, culture, socialization, history, the 
 
 17
media, literature, religion and the like” (4). They postulate that political power is derived 
from this social construction in concert with other factors such as money and reputation in 
Washington, DC. Veterans and the military fal into the “advantaged” group according to 
Schneider and Ingram because they have power in the form of a wel-established interest 
group and they are positively socialy constructed. This means that politicians are going to be 
inclined to pass legislation that supports these groups (4). Schneider and Ingram identify 
three other groups in addition to the “advantaged” group: contenders (negatively constructed 
but powerful), dependents (positively constructed but weak), and deviants (negatively 
constructed and weak) (4). These three groups are less likely to be associated with successful 
policy proposals because of their social construction. 
Community Based Participatory Research and Policy Research 
Congress is instrumental in decisions about veterans and military health care policy. In 
addition to identifying lessons from the political science literature to help bridge the divide 
between practice and research, in this next section I also present a framework for researchers 
to work with congressional policymakers to produce more policy-relevant research. 
An improved understanding of congressional perspectives was vital when identifying 
topics and formulating questions for the survey conducted to address aim 3 of this 
dissertation. However, guidance from the literature about how to work with policymakers is 
limited (70). Curent research shows that policymakers often learn about academic research 
through lobbyists (71), think tanks, employees in the executive branch, universities, and 
corporations (72), generaly after the research has been published. 
Sorian et al. and Colby et al. studied how health researchers could best convey research 
findings to policymakers. They both concluded that it is more efective to communicate 
findings in a concise fashion and relate that to curent debates than it is to present detailed 
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findings that are not tied to issues under consideration (73, 74). Policymakers have limited 
time and receive large volumes information about health research (73). They also found 
policymakers do not rely on the peer reviewed literature for information and instead found 
professional organizations to be the most trusted sources of information (73). Research also 
shows that personal contact with policymakers can be important to bridging the divide 
between researchers and policymakers in a way that increases the likelihood that research 
wil inform policy decisions (75). 
In order to advance this aspect of the literature, and to provide public health researchers 
with guidance for engaging with policymakers, this dissertation used a community-based 
participatory research (CBPR) approach to accomplish Aim 2. The basic premise of CBPR is 
that a more just and efective intervention wil result from including community participants 
in al stages of the research process. This includes intervention development, delivery, and 
evaluation. If a community is involved and engaged in the research process throughout, they 
have a vested interest in the intervention and wil be more engaged in assuring and promoting 
its success. Researchers also stand to benefit from an engaged partnership with community 
stakeholders because they can learn from communities about their needs, priorities, and 
functioning, and this information can improve the overal quality and responsiveness of 
resulting interventions (76). CBPR acknowledges that the researcher is always subject to 
social construction in any type of research and embraces this by integrating the constructs of 
the community of interest into the research process (77). While this approach has historicaly 
been applied in public health to address health disparities in marginalized communities, it 
stands to reason that this way of thinking about research can be transfered to policy research. 
By treating Congress as the community and involving legislators in the research process, 
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members and their staf can engage in the research process in a way that connects them more 
directly to research aims and resulting findings. In the present study, legislators and staf 
helped to identify topics for the survey conducted in response to study aim 3 and develop 
questions for inclusion on the survey that would be useful when developing new policy 
and/or modifying existing policy. In this way, the research presented herein ofers a more 
applied approach for health policy research that is modeled on the CBPR tradition. 
Israel et al. outlined nine key principles governing CBPR (78). However, in describing 
these nine principles they emphasize that aside from the principle of respecting the input and 
involvement of the community, “no one set of community based participatory research 
principles is applicable for al partnerships” and they emphasize the important role of the 
researcher in taking into “account the local context of each partnership” (78). Of the nine 
principles outlined, seven are applicable to partnering with congressional decision-makers.  
The Community as a Unit of Identity: Recognizing the community as a unit of identity 
alows the researcher to work with the community in moving toward colective engagement. 
In the case of health legislation, it alows the researcher to consider disparate views among 
members of Congress and aims to develop research questions that wil beter impact this 
community’s decision making in addition to filing a need within the literature.  
Build on the “strengths and resources of the community” (78): This second principle 
recognizes there are relationships and resources from within the community who can assist 
with developing the research, implementing the intervention, and evaluating the result. This 
CBPR principle explicitly encourages building on existing relationships to “contribute to the 
ability of community members to work together to improve health” (78). In the federal policy 
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making seting, this principle acknowledges the relationships and power dynamics in 
Congress that are important to achieving more applicable research.  
CBPR facilitates colaborative, equitable partnership in al phases of the research 
(78): Researchers should “focus on issues and concerns identified by community members,” 
and “create processes that enable al parties to participate and share influence in research” 
(78). “Al parties” in the context of the present research includes those commitees, 
legislators, agencies and Veterans Service Organizations (VSOs) engaged in veterans’ health 
care policy. While including a multiple stakeholders’ presents chalenges given congressional 
power dynamics, by beter integrating disparate views into the research process, an expanded 
group of policymakers may be amenable to the research results. 
Promote co-learning between the researcher and community (77, 78): Where the 
community is Congress, a CBPR approach provides the researcher with an opportunity to 
learn about policy development. For instance, this means the researcher learns from the 
community of policymakers about specific areas of a topic on which policymakers need 
information, stakeholders involved in that topic, public perception of the topic and legislative 
context for the issue. In turn, members of Congress and their staf bolster their knowledge 
about research and how it is conducted and gain information they are otherwise missing on 
the topic area. Theoreticaly, conducting research in this way wil alow public health 
investigators to learn how to best promote a policy intervention while taking political 
considerations and processes into account. It wil also alow members of Congress and their 
stafs to learn how to access and communicate with researchers to facilitate research that wil 
inform policy decisions.   
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CBPR involves system development through a cyclical and iterative process (78): 
This principle is wel suited to the policy process because, as is described through the 
conceptual model for this study, the policy process itself is cyclical and iterative. This 
iterative dialogue may occur during the specific phases of the policy cycle to develop a policy 
and may also occur at the end of the policy cycle, before it begins again, to alter a policy and 
ultimately improve it. By researchers involving themselves in the process in this way they 
can help to generate more policy relevant research that wil then encourage more policy 
rooted in scientific research.  
 CBPR disseminates findings and knowledge gained to al partners and involves al 
partners in the dissemination process (78, 79): This principle builds on the idea that 
research is iterative and cyclical. Sharing results and acknowledging the community’s 
involvement in the research proces is vital to continued involvement in the cycle. In the case 
of congressional decision-making it is also critical to improving policy. Without this 
information exchange, there wil be no improvement of policy based on the results.  
CBPR is “long-term” and requires “commitment” (78, 80): Acknowledging that 
change (for both program and policy interventions) can be slow and may require time to 
come to fruition is important to seting expectations and emphasizing the value of investing 
in relationships that wil ultimately be trusting and productive. As policy ideas are shared and 
debated, and those ideas turn into concrete actions, researchers can bring the literature to 
policymakers’ atention and in this way foster change.  
While a CBPR framework, to our knowledge, has never been applied to the 
congressional policymaking seting prior to this dissertation, it has enormous potential. Many 
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of the basic principles and al of the core values can be translated to this seting. In doing so 
this approach can help bridge the divide between policymaking and research. 
Conclusion: 
This introduction drew on a diverse body of literature to discuss the IDES, the policy 
cycle, Congress’ role in veterans’ health policy, potential lessons for public health researchers 
from the political science literature, PTSD and CBPR. This breadth of literature was required 
to execute this dissertation because the manuscripts contained herein are centered around a 
conceptual model that also drew on a diversity of literature. The reason for doing this is to 
demonstrate the entire life cycle of a health policy, which is not just limited to one body of 
knowledge. In doing so, this dissertation demonstrates several aspects of the policymaking 
process in an atempt to bridge the divide between practice and research. With this 
dissertation, I endeavor to demonstrate that there is value, and even perhaps a responsibility 





Because the overarching goal of this study was to investigate the interaction of 
research with the political policy cycle as described previously in the introduction chapter 
(figure 1.1, page 2), we selected a case-study approach to investigate the development 
and evolution of IDES. The case-study method alows for a deep understanding of a case 
or cases “bounded by time, place or context” (79). Because I aimed to gain an in-depth 
perspective on the IDES and understand several facets of the policy process, this was the 
ideal method for accomplishing the three study aims of this research.  
Study Aims 1 and 2 
  The first two study aims and corresponding research questions for this research 
are included below. 
Study Aim 1: With the assistance of the political science literature, identify and understand 
the political factors that influenced legislative support for the IDES. 
 
1. What were the legislative actions taken to accomplished the IDES? 
 
2. Politicaly, why did the IDES receive support? 
 
3. What lessons from political science literature help me to understand why IDES 
received support? 
Study Aim 2: Apply CBPR principles to the IDES case to provide a model for beter 
integrating research into congressional health policy formulation and in doing so, inform 
development of a survey to evaluate the IDES experience that was relevant to congressional 
policymakers.   
 
1. How can policymakers be efectively engaged in the formative stages of research? 
 
2. How do congressional policymakers consider research in the context of policy 
decisions? 
 
3. What kind of input into the research process do policymakers provide when 
invited to participate? 
 




5. How does a researcher utilizing a CBPR framework impact the policymaking 
process? 
 
I used qualitative methods to address both study aims 1 and 2. Qualitative methods 
are wel suited to addressing research questions that are best investigated in the context and 
alow unexpected, yet relevant data to be revealed and incorporated into the study (81). The 
iterative nature of qualitative research alowed me to be more flexible with my interview 
questions as data emerged (81), which was important due to the underexplored nature of this 
topic. Furthermore, it would have been dificult to adhere to CBPR principles, discussed in 
the introduction chapter of this dissertation without a data colection approach that alowed 
for participants’ perspectives to be heard in their own words as in-depth interviews alow. 
The direct input of lawmakers and their ability to speak freely without being bound to pre-
determined questions was early on deemed vital to the success of the proposed research. 
Qualitative data yield enormously rich results. Researchers have used interviews and 
political ethnography when studying Members of Congress. These multi-layered results 
come from placing data in context and colecting data with “thick description” (82). 
According to Geertz, thick description can iluminate the meaning of an action beyond the 
action itself, as demonstrated in his description of a wink. A wink, in its most basic form is a 
“twitch” (82) of the eyelid. Without context, the researcher doesn’t know if the wink was 
meant as flirting, teasing or simply just an unconscious action by an individual who has 
something in their eye (82). In politics, where actions cannot always be taken at face value, 
the contextual information gained through qualitative data colection is especialy valuable 
for drawing conclusions about how and why something happened. This contextual data can 
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reveal a true picture of the underlying “power dynamics” and “motivations” (81) involved in 
the decision to advance the IDES.  
Methods used in Study Aim 1 
For study aim 1, I used congressional documents, media reports, and semi-
structured interviews to recount the events leading to the development, passage, and 
implementation of the IDES. As part of study aim 1, I sought to understand how the 
political science literature can aid researchers interested in sharing with policymakers the 
available research concerning topics under consideration. For this reason, the document 
review and interview methods incorporated considerations from the political science 
literature. Meaning, political science literature guided the research questions and analysis. 
Document Review 
Document review began with a thorough reading of the Presidential Commission on 
Care for America’s Returning Wounded Warriors Report released in July 2007 (5). The 
report is commonly referred to as the Dole-Shalala report after its two chairs. The ful-
length report is no longer available to the public but I was given the document by one of 
the authors, Dr. Sue Hosek. Upon beginning this research, several people familiar with 
military disability told me I should speak to Dr. Hosek, a Rand Corporation employee 
and is wel known and extensively published on the issue. She sent me the report, along 
with other essential readings. The report was the ideal starting place because it included 
an overview of the major events that shaped veterans’ disability laws and regulations 
prior to 2007, and recommended changes in disability assignment, some of which were 
realized in the IDES (2). It was also the last major evaluation of the legacy system before 
the move to the IDES. 
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Based on the Dole-Shalala report, I developed a set of key words to identify 
congressional documents related to the development and passage of veterans’ disability 
policy in general, and the IDES in particular. Search terms included: “wounded warior”; 
“disability AND veteran”; “Dole-Shalala;” and “Walter Reed”. I then searched ProQuest 
Congressional, an on-line database of congressional records (83). Congressional records 
include records of floor proceedings and commitee hearings from the United States 
Congress. ProQuest is the most complete database of congressional records. This is an 
established method for searching congressional documents for academic research (84). 
I began the search in January 2007 because it included the one-month period before 
a Washington Post story detailed the “bleak” (9) conditions at the Walter Reed Army 
hospital. The article described service members languishing in a health care system il-
equipped to respond to their needs (9). The Post coverage captured the atention of 
policymakers and the public, and is cited in the Dole-Shalala report and in the media (85) 
as the impetus behind the Dole-Shalala Commission (5). 
I used an iterative process to guide the document search (81). As I conducted the 
document review, I added new search terms based on words that appeared frequently in 
the documents that I was reviewing. The final set of terms included: “Integrated 
Disability Evaluation System”; “Walter Reed AND Building 18”; “Walter Reed AND 
Condition”; “Walter Reed AND Deplorable”; and “Dole-Shalala”. I determined, based on 
the title, short description of the document and a key word search of the document, if it 
included content about the development and passage of the IDES. A key word search is a 
function on Google Chrome (86) that alowed me to quickly identify the search term I 
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was looking for in the document. I then cut and pasted relevant documents into a 
Microsoft Word (87) file in chronological order. 
 I then searched Congressional Commitee websites and veterans service 
organizations’ (VSO) websites for additional material. The ProQuest search returned 
congressional hearing information, but the records were not always complete. Sometimes 
the search did not return the entire record for a hearing and only included one person’s 
testimony or the section of testimony where the search term appeared. Often VSOs and 
commitees wil post complete testimony to their own websites. I also searched the 
Government Accountability Ofice (GAO) website, as GAO representatives evaluated the 
IDES pilot and testified before Congress about their findings (54). Searching the GAO 
website yielded testimony on the IDES, and GAO reports on the topic. Al of these 
documents, except for the GAO reports, were then added to the Word document in 
chronological order. It was noted in the Word document when a GAO report had also 
been published on the topic. I used a Word document to do this because it was an easy 
place to gather al of the information into one source. Based the identified documents, we 
developed a timeline of key events in the history of the IDES (Appendix B). 
Media Search 
 John Kingdon, a political scientist whose work I considered while investigating 
aim 1, describes the media as an important factor in understanding the timing of 
legislative atention to an issue. As such, it was vital for me to understand the media’s 
role in the IDES. Media can also help to inform how the sequence of events surounding 
the IDES occured, as congressional testimony alone does not provide a complete picture. 
I used LexisNexis (88) to conduct a media search. LexisNexis is an established source for 
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media research (89). The search included specific national print media (New York Times, 
Washington Post) and wire services (Associated Press Newswire, McClatchy-Tribune 
News Service), as wel as periodicals writen specificaly for those who work in politics 
(Newstex Congressional, Politico, and The Hil Newspaper). I selected these sources 
based on my prior experience as a legislative staf member from 2005 to 2010 and most 
importantly, as a Press Secretary for a Member of Congress from 2007 to 2010. These 
include sources that are delivered daily to every congressional ofice. In my capacity as a 
Press Secretary I learned that having a story published in one of these papers may not 
garner much atention from the American public or mainstream media, but these sources 
can be essential in mounting political support for an issue.  
  The search spanned January 2007 through June 2014 and I used the same terms 
from the congressional records search. I scanned the article titles for relevant content 
(i.e., Walter Reed, veterans, disability, or language related to the transition of military 
personnel included in the title), and eliminated duplicate articles. I read this subset of 
articles to ensure they were relevant and eliminated those that were not. During this 
phase, I also made notations and highlighted sections of articles to point out key events, 
quotes and opinions on the IDES so that it was clear to me why the article was relevant to 
the study. These articles were then assembled chronologicaly, and I integrated key 
events discovered in the close read of the articles into the Word document timeline 
previously described. 
 
Qualitative Methods used in Study Aims 1 and 2: 
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I conducted semi-structured interviews for both aims 1 and 2. For study aim 2, I 
relied exclusively on interview data. Interviewees were the same for aims 1 and 2. There 
was not a separate interview guide for the second study aim and al questions for both 
aims were asked in the same interviews. 
Interviews 
To answer the aforementioned research questions, we conducted a series of in-
depth, semi-structured interviews using an interview guide developed by me in 
conjunction with members of my dissertation commitee. I conducted al interviews from 
November 15, 2013 to September 30, 2014. 
Interview guide 
The interview guide was based on the political science literature (4, 67, 68, 74), 
findings from the document and media review, and foundational CBPR literature (76, 90). I 
developed the initial interview guide and then my commitee reviewed and provided 
comments, which I incorporated into the next version. I then pilot tested the interview guide 
with two individuals who worked in Congress on veterans’ issues. Their feedback was 
incorporated before interviews with the sample began. Due to the iterative nature of 
qualitative methods, the interview guide evolved over the course of data colection to include 
information gleaned from previous interviews (81). For instance, questions about 
participants’ views on academia (as opposed to research generaly) were added after 
interview 10. 
My advisor also read the transcripts from my first two interviews in the sample and 
assisted me with refining my interview technique. In these first two interviews I was using 
closed-ended probe questions, a habit I tried to eliminate in later interviews (91). Open-ended 
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questions where the respondent uses their own words are preferable in qualitative research 
that aims to achieve a deep understand of the study topic. The method is designed so that the 
participant answers “on their own terms and how they make meaning of their own lives, 
experiences, and cognitive processes.” To this end, I strived to let the participant talk as long 
as he or she felt necessary to accurately convey their perspectives on a question. As a result, 
interviews often lasted sixty minutes or more. The longest interview lasted ninety minutes. 
The interview guide encompassed 3 domains: 1) background information on 
participants and their involvement with the IDES; 2) views on the IDES and its future; and 3) 
the role of research and researchers in policymaking. Within domains, participants were 
encouraged to discuss issues most relevant to them. The final interview guide is included in 
Appendix C.  
Sample 
My final sample included informants identified through their positions and reputation 
(purposeful) as wel as through the networks of those involved with the IDES policymaking 
(snowbal). Purposeful sampling is when participants meet very specific criteria determined 
before data colection begins (79). Snowbal sampling means I identified additional 
individuals for inclusion through suggestions by those that I had already interviewed(79). 
I identified the folowing commitees relevant to legislative action on the IDES: 
House and Senate Armed Services Commitees (HASC and SASC); House and Senate 
Veterans Afairs Commitees (HVAC and SVAC); House and Senate Appropriations 
Commitees. Members and staf serving on the identified commitees when Congress was 
considering the IDES policy (2007-2014) were eligible to be interviewed. To be eligible for 
the purposeful sampling phase of the interview protocol, I chose individuals from these 
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commitees who had worked on the IDES and/or worked on subcommitees responsible for 
the IDES. I utilized relationships I had made while working as a staf member for a member 
of Congress to secure these initial interviews. My first two pilot interviews were with 
personal friends who both worked on Veterans issues for Members of Congress on the 
aforementioned commitees and they assisted me with contacting individuals I had identified 
for purposeful sampling. During interviews, consistent with snowbal sampling techniques, I 
asked for suggestions of people who had important and relevant policy experience with the 
IDES and could substantively contribute to my study. Generaly, these recommended 
individuals were employed by the pre-identified commitees or by members of Congress who 
served on the pre-identified commitees. Three individuals worked for organizations that 
support the military or veterans as opposed to Congress. Because of their relevant experience 
with the IDES, these three individuals were included in the sample. Interviews were 
conducted until I reached data saturation. Data saturation means that no new substantive 
information wil be gained from additional interviews (81). 
Based on the principle that qualitative research should include “rival views,” (81) I 
interviewed Democratic and Republican staf from the House and Senate. This was 
particularly important because while I was in the process of conducting interviews, there was 
another scandal with VA medical care, this time at an Arizona VA hospital (92). This 
generated a large amount of media atention and the Secretary of the VA resigned. Veterans’ 
issues became far more polarized during this time, with both political parties pointing the 
finger at the other for problems at the Arizona facility (58).  
Interview Data Management 
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I digitaly recorded al of the interviews (with interviewees’ permission) and they were 
transcribed using a paid transcription service. I checked a subset of the transcriptions for 
accuracy and corected as needed. I used an iPhone to record al of the interviews and the 
device was placed on a desk or a table near the participant during the interview. I used an 
application caled iTalk (93) to record the interviews because it alowed for a higher 
recording quality than the standard program that is provided by Apple on al iPhone products. 
Al interview transcripts were then uploaded into NVivo10 (94), a software package designed 
to manage and analyze qualitative data. 
Interview Analysis 
The data were analyzed using an iterative process (81), meaning the data were analyzed 
and then re-analyzed as a codebook was developed. 
For aim 1, interview data were coded at one level, using open coding and NVivo10 
software (94), with the goal of addressing gaps within the legislative history. Open coding is 
a process of developing codes to capture recuring information of relevance to the research 
topic and codes are closely related to original source data (81). One example of information 
gained at this phase was identifying the pivotal stakeholders in advancing the IDES behind 
the scenes. Open coding occured after each interview to identify new information that may 
have required interview guide modifications. In aim 1, interview data were used to fil in gaps 
in the timeline and understanding of how the IDES was politicaly realized. 
For aim 2, I coded the data at two levels, beginning with open coding (81). After 
completing data colection and open coding, I conducted categorical coding. Categorical 
coding, which is a higher conceptual level of coding, took into account similarities across 
codes (81). One example of information gained at this phase of coding was methods 
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academics might use to engage policymakers in their research. This coding was done in an 
iterative fashion and a codebook was developed. Codes were both deductive and inductive, 
meaning some codes were based on interview guide questions and some emerged directly 
from the data. The complete codebook for both aims 1 and 2 is included in Apendix D.  
For aim 2, codes were then arranged hierarchicaly (81), meaning a table was created 
with al open codes aranged under one or more categorical codes. Within the categorical 
codes, those that were conceptualy similar were grouped until themes were identified. Data 
were then reassembled according to these themes (81). Three sets of tables were constructed 
until I felt that the themes made sense and the groupings provided a larger contextual picture 
in which to consider the case study. I aranged the categorical codes in NVivo 10 but, as 
themes emerged, I found it easier to hand write tables with the themes at the top and the 
categorical codes and open codes in short hand below. This made it easier to see everything 
in one space and I found it easier to think this way compared to the somewhat disjointed 
presentation in NVivo. The results for aim 1 can be found in the “Manuscript 1” chapter of 
this dissertation and the results for aim 2 can be found in the “Manuscript 2” chapter. 
 
Aim 3 Methods 
The 3rd study aim for this dissertation was to produce a quantitative evaluation of the 
IDES experience, comparing those with PTSD to those without PTSD. Aim 3 was intended 
to incorporate lessons learned in aim 2 so that the survey colected information policymakers 
would find useful and interesting. I hypothesized that those with comparing those with PTSD 
to those without PTSD, PTSD would be less satisfied with the IDES, have a worse 
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understanding of the IDES, take longer to complete the IDES and have a harder time 
adjusting to civilian life.  
Strategic Partnership 
 In order to conduct this type of quantitative study, I needed access to a large 
population of disabled veterans who had separated from the military for medical reasons. I 
first atempted to create a partnership with the Veterans Administration and the Department 
of Defense but I was unsuccessful and it was suggested to me by a member of my commitee 
and a staf member at the Veterans Administration that even if I was able to get permission it 
may take several years to clear their Institutional Review Boards. Given this, I determined 
my best and most feasible option for conducting this study was to partner with a VSO and 
conduct a survey. Many VSOs, particularly those that are national in scope, have large 
databases of veterans and extensive information on their members. Furthermore, many 
require proof of veteran status in order to be a member.  
After several meetings with three diferent VSOs, a partnership with a national VSO 
was established. I first made contact with an individual the partner VSO through a contact I 
had at the Rand Corporation while I was developing the research questions for this 
dissertation. This contact introduced me to the person at the partner VSO in charge of data 
colection from their membership base. The partner VSO fields a large annual survey every 
year and has worked with researchers at Rand in the past to field surveys. I spoke to the 
contact at the partner VSO about my dissertation and she asked me to submit a proposal 
detailing the scope of the proposed work. After conversations with the leadership team at the 
partner VSO, they decided my study was beneficial to their membership and agreed to field 
the survey for me. 
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Per our agreement, the partner VSO would use their software license with Qualtrics 
(95) to distribute the survey via email and compile the survey panel for me. I was responsible 
for building the online survey, and specifying the demographic breakdown of the panel. I 
would be given ful access to the resulting data. I was originaly approved for 300 people in 
my sample but, after discussions about response rates, the number was increased to 1,000 
people. Approval was obtained from the partner VSO’s marketing team for this change. The 
partner VSO was also given several opportunities to add to the survey or comment on 
questions. Changes to the survey were made based on their feedback. Recruitment materials 
were also created in conjunction with the marketing team at the partner VSO. I provided 
them with a draft of the original recruitment email and they added their own header and 
footer to the email and clarified some of the language. Shortly before the survey was 
scheduled to go into the field, changes to the leadership team at the partner VSO required a 
re-approval. I submited a second proposal and approval was again granted. 
After the six-week survey period ended, I received the data in Microsoft Excel (96). 
The partner VSO had no input on the resulting analysis, though as per our agreement they are 
permited to use the results of my survey for their own purposes. They also have the option of 
being recognized in any resulting manuscripts or remaining anonymous. They chose to 
remain anonymous. 
Instrument Development: 
After the interviews for study aims 1 and 2 were completed and analyzed and after the 
relationship with the partner VSO was established, I began building the survey instrument 
(Appendix E). I built a conceptual model (Appendix F) and then I began reviewing the 
instrument used by Dole-Shalala commission. This instrument had previously been utilized 
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to evaluate the legacy system before the transition to the IDES (5). I added and subtracted to 
this instrument based on my conceptual model. First, I added questions to screen participants 
for inclusion criteria. I wrote these questions with the assistance of a Rand Corporation staf 
member and a member of my commitee. I then removed some items and added others to the 
Dole et al. instrument based on my findings from the second study aim and my hypotheses 
that those with PTSD would have a worse experience in the IDES. For example, in study aim 
2 I found that family involvement in the process and outcomes were important aspects of the 
IDES experience that policymakers were interested in but were not included in the Dole et al. 
instrument. After consultation with commitee members about established items to measure 
social support and health outcomes, their suggested measures were added to the instrument to 
colect this information. These measures were taken from the Behavioral Risk Factors 
Surveilance System (97) and the Veterans Rand 12 Item Health Survey (VR-12) (98). I 
altered these items so the language would apply specificaly to those who had gone through 
the IDES. 
Established measures were also added to colect demographic data such as housing 
status and ethnicity (6). These measures had been used previously with veterans by the 
military’s Defense Manpower Data System (6, 99). I added these questions because these are 
potentialy confounding variables and I wanted the ability to incorporate them into my 
analysis. I also added the four-question PTSD screen used by the military (97). I added this 
measure because, while the partner VSO’s data had information on whether a participant had 
PTSD, it was self-identified by the participants. For reliability issues, I felt it was important to 
also screen the individuals for PTSD status. Originaly I was going to add the PCL-M (100), 
which has beter sensitivity than the four-question screen but it is a long instrument (17 
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questions) and my contact at the Rand Corporation, who has surveyed this population 
extensively, informed me that Rand generaly uses the four-question screen. After 
consultation with my commitee, it was determined that the four-question screen was the best 
fit for my survey. I also added a pre-established question about curent diseases and injuries 
among veterans (8). I did this because I was concerned that other ilnesses, particularly other 
mental ilnesses, were confounding variables and I wanted to have the option of including 
them in my analysis. 
Items from Dole et al. were also altered to alow for greater detail than in the original 
survey on the legacy system (5). To do this, I took measures that were in the Dole et al. study 
and instead of asking generaly about the disability evaluation process, I asked about a 
specific stage in the process. For instance, instead of asking, “Were you asked to resubmit 
any records or documents you (or someone helping you) had already provided?” with the 
response options “yes,” “no,” “refused,” and “don’t know,” I asked, “As part of the Medical 
Evaluation Board (MEB), were you asked to resubmit any records or documents that you (or 
someone helping you) had already provided?” with the same response options. I also added 
items that asked about assistance with the process by PEBLOs, case managers and the VA 
benefits managers. In addition I altered items from the Dole, et al. study (5) to create these 
measures. For example, the Dole et al. instrument included items about service members’ 
experiences with health care providers and asked them to rate specific aspects of those 
experiences. For instance, they were asked to rate their agreement with a statement about the 
health care provider treating them with dignity and respect. I altered this question so that it 
was asking about PEBLOs, case managers, and VA benefits managers. I also added aspects 
of that experience based on my conceptual model such as, the statement the PEBLO 
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“provided me with information about the process” and asked them to rate their agreement 
with the statement. I did this because policymakers expressed a specific interest in how wel 
these individuals were assisting with the process. Table 2.1 demonstrates the measure 
domains, the source of the items and the reasons for including the domains. 
Table 2.1. Survey Domains 
Domains Reason for inclusion  Quantitative implementation of 
domain 
Clarity of the IDES 
process 
 Qualitative interviewees 
indicated this was important 
 Builds on prior research by 
Dole, et al. 
 Questions included in survey 
that break down IDES into each 
individual piece how wel the 
individual understood those 
pieces of the process 
Satisfaction with the 
IDES process 
 Qualitative interviewees 
indicated this was important 
 Builds on prior research by 
Dole, et al. 
 Questions included in survey 
about how wel IDES met 
expectations, both overal and 
the individual pieces 
 Questions included in survey 
that ask about how the 
individual was treated while in 
the system 
 Survey questions about the 
support the individual received 
from case care managers and 
others assigned with assisting 
with the process 
 Survey questions about how 
wel informed the individual 
was about their case during the 
process 
 Survey question about how wel 
family members were 
integrated into the process 
Length of time to 
complete the IDES 
process 
 Qualitative interviewees 
indicated this was important 
 Builds on prior research by 
Dole, et al. 
 Survey questions about the 
length of time it took to 
complete each portion of the 
IDES 
How wel the veteran is 
doing transitioning into 
civilian life 
 Qualitative interviewees 
indicated this was important 
 Survey questions about the 
physical capabilities of the 
veteran now 
 Survey questions about any 
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mental health problems 
inhibiting daily activities 
 Survey questions about what 
activities the veteran is involved 
in such as school or work 
 
After the survey instrument was developed, members of my commitee and Rand staf 
reviewed it and provided feedback. Rand staf expressed concerns that four questions did not 
colect information that could be translated into policy and that, in keeping with established 
methods to measure satisfaction domains of patient experience, I needed to break down the 
experience into even smaler categories (101). With the assistance of my commitee and a 
Rand employee, these questions were altered so they were more specific. For instance, 
instead of stating, “The MEB evaluation was fair” and asking the participant to rank 
agreement with the statement from strongly agree through strongly disagree, I created two 
items that stated: “The MEB process was fair” and “The MEB final determination was fair” 
and again asked participants to rank agreement with the statement from strongly agree to 
strongly disagree. This gives policymakers a beter understanding of whether people are 
satisfied with the evaluation process and their disability determination separately. This has 
policy implications for where to seek improvements.   
After the instrument was completed, it was then distributed to five individuals who 
served in the military and were familiar with the terminology and the IDES process. It was 
then pilot tested by 2 individuals who had direct experience with the IDES system and their 
feedback was incorporated into the survey. Nine individuals then tested the online survey to 
ensure that the instrument and the associated demographic data uploaded corectly to the 
database. Al of these individuals were familiar with the IDES and also were able to provide 




As previously discussed, my main modifying variable of interest was PTSD. I selected 
PTSD as the main variable of interest because a delay in care and confusion with IDES is 
potentialy detrimental to PTSD patients because targeted, expedient interventions are 
important for efective treatment (12-15, 102). Furthermore, a system wrought with 
confusion may be particularly chalenging for individuals with mental ilness. PTSD is also 
among the top ten most common disabilities for which veterans receive disability across the 
four service branches, it is the second most common for the army (which is the largest 
service) and in the last year, the percent adjudicated for PTSD out of al those that were 
medicaly separating from the army grew to 31% (as compared to 20% for the combined five 
years prior). Furthermore, it was found in study aim 2 that PTSD patients are of particular 
interest to policymakers. Despite this, to my knowledge, no research has been conducted that 
specificaly investigates the experience of the IDES for PTSD patients compared to patients 
without PTSD. I hypothesized that those with PTSD would be less satisfied with the IDES 
and would also find the system more confusing and it would take longer for them to complete 
the steps in the process. 
The partner VSO pre-identified this variable in the data before the survey was 
distributed based on their own enrolment application. Al individuals are asked to self-
identify if they have PTSD when they apply for membership to the partner VSO. PTSD was 
also re-established in the data utilizing the aforementioned four-item screen for PTSD used 
by the military (97). 
I was also interested in gender as a secondary modifying variable because while studies 
have shown that women and men experience post-deployment PTSD at similar rates (22, 23), 
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among service members who were injured during deployment, women were rated in the 
disability system as having more severe PTSD symptomology (24). Furthermore, it has been 
shown that women experience PTSD symptoms longer than men (25). Research also shows 
that a large proportion of female service members (35-86%) have experienced military sexual 
trauma (MST) or sexual assault external to the military, compared to a smaler proportion of 
men (2-16%) (26, 27). The rate of PTSD among MST victims is twice the rate in military 
women who have not experienced MST (26). Because the experience of PTSD is diferent 
for men and women, it was likely that experiences with the IDES would also difer. This 
finding would also have policy implications. The partner VSO also pre-identified gender in 
the participants and loaded it into in my database before the survey was distributed.  
I was also interested in duty status (active duty vs. guard and reserve duty) as a 
potential secondary modifying variable. Active duty service members receive disability 
retirement and evaluations at a statisticaly significantly higher rate compared to Guard or 
Reserve troops (40). Research also shows that there are inconsistencies about how the IDES 
is administered for Guard and Reserve components vs. active duty components (42). 
Previous research on the legacy system also indicated that there were diferences between the 
experience of the disability evaluation system for Guard and Reserve service members 
relative to active duty service members. This research showed that Guard and Reserve 
components were less satisfied with the legacy system than Active Duty components (5). 
Findings that duty status altered the experience could also have policy implications. The 
partner VSO also pre-identified this variable in the participants and loaded it into my 
database before the survey was distributed. 
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The survey also colected information on potentialy confounding variables so they 
could be considered in the analysis. They included: gender, race, military rank (oficer vs. 
enlisted), age, years of service, education level, percent disability, military branch, marital 
status, perceived health status and housing status. Al of these variables can impact a person’s 
progress through the disability process. For instance, those with a higher percent disability 
are more severely injured and the system may be more complicated for them. The partner 
VSO already had information on age, years of service, military branch and rank. These data 
were al inputed into my database before the survey was distributed. These other measures 
were established utilizing the items discussed in the “survey development” section of this 
chapter. 
Study Population 
Partner VSO members were eligible if they had a medical discharge with an atempt to 
procure disability status after January 2012 (the IDES became fuly operational in October 
2011). I chose January to account for some of the transition time to the IDES. If I had chosen 
October, I might have caught people who were on the cusp of when the IDES was fuly 
functional and I couldn’t be sure they had gone through the IDES as opposed to the legacy 
system. In this way I assured that my sample was limited to veterans who experienced the 
IDES. The sample was a stratified random sample drawing on the membership of the partner 
VSO. As previously mentioned, this was the best, most feasible option for procuring a 
suficiently sized sample. The partner VSO verifies the veteran status of their members and 




Participants received an email through the partner VSO requesting they participate in a 
survey to improve the IDES system. The email was sent to 1,000 potential participants and 
the survey was open for six weeks. The emailed was “undeliverable” to 14 people in the 
sample. The email contained an encrypted link to the survey, meaning only the person who 
was emailed the link could use it to complete the questionnaire and once they had completed 
the survey, that link no longer worked. The partner VSO distributed the survey. I did not 
have access to the names or identifying information of individuals included in the sample. 
Eligible participants received a weekly email reminding them to participate during the study 
period. Only those who had not completed the survey were contacted again. The recruitment 
email was sent at 10:21 AM every Wednesday morning that the survey was open. This time 
was chosen because the partner VSO indicated that they received the best response rate for 
surveys sent out in the middle of the week between 9:00AM-3:00PM.  
Study Sample 
The sample was stratified so that statisticaly significant diferences could be detected 
for the main variable of interest: PTSD. I also sampled so statisticaly significant diferences 
between genders and duty status (active vs. guard and reserve status) could be detected if I 
garnered a suficient sample. The annual survey conducted by the VSO I was partnering with 
typicaly yields a 60-80% response rate. Based on this I anticipated a 60% response rate. The 
sample was selected with 80% power to detect a 10-15% diference between those with 
PTSD and those without PTSD. It was also sampled with 80% power to detect a 15-20% 
diference between duty status and a 20-25% diference between genders. These variables 
were selected because I hypothesized there would be diferences between the groups based 
on previous research (5, 24-28, 40, 42) and because if a diference was detected, it had 
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implications for policy (5, 41). The partner VSO created the sample to my specifications by 
using their entire database and first excluding those that separated from the military prior to 
the advent of the IDES. Al of the partner VSO’s members were injured while in the military 
and a high proportion were medicaly separated. The partner VSO does not have information 
on whether someone medicaly separated in their database, so I was unable to screen for this 
when we built the sample. However, I screened for medical separation in the survey 
instrument. Next, I had the partner VSO divide the remaining group between those that had 
PTSD and those that did not. I then had the partner VSO divide the groups by duty status and 
then by gender. Al of the active duty women with PTSD who separated after January of 
2012 were singled out in the database and then a random number generator command was 
used in Excel and the list of individuals meeting this criterion were rearanged by this random 
number (smalest to largest). The first 125 women in this group were then selected for 
inclusion in my sample. This was then repeated with active duty men with PTSD, and so on, 
until the sample was complete. The sampling strategy was developed so that even if I did not 
garner enough responses to find statistical diferences between genders or duty status, I 
would stil be able to detect statistical diferences between those with PTSD and those 
without with just a 20% response rate (I would have the ability to detect a 20% diference 
with 80% power). Figure 2.1 demonstrates this selection process. 
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Figure 2.1: Sample Selection Method 
 
Analysis 
Al analyses were conducted using Stata v.12 (103). First, I conducted univariate 
analyses to obtain a distribution for demographic characteristics among the respondents. I 
compared this to the demographic characteristics of the sample. This was done to evaluate if 
the demographics of the sample fit expectations based on the sampling strategy and to 
evaluate if any demographic characteristics of the respondents difered vastly from those of 
the larger sample. I also conducted univariate analyses to obtain a distribution for each 
individual question. A ful breakdown of the answers of the sample is available in Appendix 
G, tables 7.1-7.4.  
I tested the hypothesis that those with PTSD would have a worse experience in the 
IDES through a bivariate analysis of the individual questions. In order to do this, I 
dichotomized every item in the instrument. When there were five options, I grouped the top 
three (positive) outcome categories together and the botom two (negative) outcomes 
categories together. The reason I chose to dichotomize this way was because I was most 






















dissatisfaction together, I was able to gain a clearer picture of this perception specificaly. 
This was important as parts of the IDES that are known to be unsatisfactory among users are 
the best place to focus resources for improvement. When there were three options I grouped 
the top two together and compared it to the botom option and when there were four options I 
dichotomized so that I compared the top two options combined compared to the botom two 
options. I also dichotomized age, length of service, percent disability and each stage of the 
IDES by dividing the sample in half so there were roughly an equal number of participants in 
each group. 
A chi-squared odds ratio with Fisher’s exact test was then used to detect statistical 
diference between those that had PTSD and those that did not for each outcome variable. 
The survey questions can be broken down into four categories: understanding of the IDES 
process, satisfaction with the IDES process, length of time to complete the IDES process and 
curent health status. These four domains are presented together in tables 5.2-5.6 on pages 
92-98 of this document.  
I then conducted bivariate analyses on each confounding variable to establish which 
variables should be considered for multivariate regression. Potential confounding variables 
that were considered include: gender, rank, duty status (active vs. guard and reserve duty), 
age, education level, percent disability, race and self perceived health status. When suficient 
sample size was available I conducted chi-squared analysis on each confounding variable 
against each outcome variable. A table with ful details of the results of this analysis is 
included in Appendix G, tables 7.5-7.9. The bivariate analysis revealed that there was a 
significant diference between ages on responses about how helpful veterans found the Case 
Manager. Also, those that were Guard/Reservists were significantly more likely to find the 
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VA claims process unfair. Those with a higher percent disability were also more likely to 
take more than 13 weeks to secure a disability claim. Finaly, we also found that those with 
worse self-perceived health found the PEB process less fair and the MEB determination less 
fair. I then conducted logistic odds ratio regression analysis on these dependent variables 
with the confounding variables that were found to be significant. 
I also conducted a sensitivity analysis for outcome variables with an odd number of 
answer choices in an item. I dichotomized the outcome variables with the top two vs. the 
botom three categories for comparison or, the top two vs. the botom one and vise versa. The 
diferences change for both those with PTSD and those without PTSD when we change the 
dichotomization. This happened because for both groups, a large portion of the participants 
chose the middle category. Appendix G, tables 7.1-7.4 demonstrates that in every satisfaction 
category, at least 10% of each group for every item chose the middle option. However, the 
PTSD and non-PTSD groups change at roughly the same proportional rate when the 
dichotomization changes for most outcomes variables. For instance, when asked to respond 
to the question “How easy was it for you to get medical records needed for your disability 
evaluation as part of the PEB?” for both the PTSD and no PTSD group, 17% of the 
participants changed from the “agree” group to the “disagree group” (or vise versa) based on 
the change in the dichotomization. A table that demonstrates this sensitivity analysis is 
available in Appendix G, table 7.11. 
While I had a smal sample size, the methods employed here to analyze the results 
from manuscript 3 alowed me to look at potential diferences of the IDES for those with 
PTSD vs. those without PTSD. This resulted in suggestions for policymakers, which are 




Institutional Review Board 
This study received approval from the Johns Hopkins Bloomberg School of Public 
Health Institutional Review Board (IRB) (Appendix H). Al three study aims were 
deemed exempt by the IRB because no participants were ever, at any time, exposed to 
potential harm as a result of their participation. Additionaly, no identifying information 
was ever colected on any of the participants. This was true for both the qualitative and 
the quantitative data colection conducted as part of this dissertation. I received approval 
for study aims 1 and 2 on July 9, 2012. 
On March 20, 2015, after the survey instrument used in study aim 3 was completed, 
but before it was beta tested, an amendment request was made to the IRB that included 
the survey and requested approval. The amendment request was approved on March 27, 
2015. Another amendment application was submited, after beta testing, on May 6, 2015. 
I received approval for these changes on May 26, 2015. Another amendment application 
was submited on May 27, 2015 because I wanted to increase the sample size from 300 to 
1,000 and because the VSO I was working with wanted to add their logo to the top and 
botom of the recruitment email. This was approved June 2, 2015. After the survey had 
been in the field for two weeks, we were concerned about the response rate and we 
submited another amendment request on June 28, 2015 to extend the period the survey 




Manuscript 1: From Crisis to Action: A Case Study of the Military’s Integrated 
Disability Evaluation System as an Example of Utilizing the Political System to 
Move Health Policy Forward 
 
Abstract 
One area of weakness in the transition out of the military for veterans with injuries and 
ilnesses is administrative hurdles to securing a disability status and associated benefits. The 
Integrated Disability Evaluation System (IDES), launched system wide with congressional 
support in 2011, was designed to ease the transition by streamlining the process. 
This case study aims to provide insight about how public health professionals can 
utilize the political process to influence policy decisions. This paper demonstrates three 
lessons from political science that wil help health researchers identify predictable 
paterns to the congressional policy making process: (1) timing is crucial (2) the 
authorization process is a fruitful avenue to advance policy and (3) social construction of 
a target population can aid in the passage of legislation. By utilizing these lessons, health 




The medical and emotional costs of the wars in Iraq and Afghanistan continue despite the 
fact that oficial American involvement in these countries has ended. For disabled service 
members, one chalenge associated with transitioning back into civilian life is the process of 
securing a disability classification and associated benefits (5, 104). The Integrated Disability 
Evaluation System (IDES), designed to streamline the transition process, was launched in 
2007 as a pilot program and system-wide in 2011. With the IDES the military sought to 
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shorten the time and improve the accuracy of disability claim adjudication, ensure 
appropriate access to care, and increase satisfaction among user(5, 104). 
Prior to the IDES, service members were evaluated twice for disability: first by the 
military, and then by the Veterans Administration (VA) after separating from the 
military. Often the disability scores would difer with litle explanation. Veterans found 
the process confusing and onerous, and satisfaction was low(5). The IDES eliminated the 
dual evaluation process: a service member now receives one rating based on an 
examination by a VA doctor prior to leaving the military. 
The move to the IDES was noteworthy because the Department of Defense (DoD), 
the Department of Veterans Afairs (VA), Congress, and veteran’s service organizations 
(VSO’s) al colaborated to make the change. While the American political system is 
generaly regarded as gridlocked, convoluted and needlessly bureaucratic, IDES is an 
example of a health policy that succeeded, despite these systemic chalenges and as such 
is an instructive case. The goal of this paper is to provide insight into how health researchers 
can use the political process to inform policy, using IDES as an example. We draw on the 
political science literature to provide a conceptual foundation for understanding the political 
process. In the context of this paper we define this process as how legislation navigates 
congressional politics to become law. 
Bernier and Clavier advocate that public health professionals should use findings from 
political science to engage in the policymaking process because it can lead to more 
thoughtful, policy-relevant research (61). Deborah Stone argues that good research alone 
does not lead to lead to new or perfect policy: politics is an essential part of the policy-
making process (59). Political science can provide insight into why politicians support certain 
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policies, and help health researchers use evidence to move policy ideas from research to 
reality. Oliver argues that a beter understanding of the political system wil help researchers 
produce more politically feasible studies (62). Despite the potential application of political 
science to apply research findings to policy decisions, the public health literature contains 
few examples of this (61, 63, 64). One law review article, by Rutkow et al. reviewed 
vaccination policy and the political factors that contributed to changes in that area(65). Bary 
et al. examined the political factors that led to changes in mental health parity laws (66). This 
paper adds to these contributions with a case study that draws on lessons from the political 
science literature to understand how and why the IDES was realized.  
Lessons from Political Science 
We’ve identified three lessons from political science that help to explain the political 
system as a viable route to changing health policy: 1) timing is important (67); 2) the 
social perceptions of the group targeted for assistance can aid or hinder legislative 
success(4); and 3) reauthorization legislation is an important vehicle for accomplishing 
change(68). 
The application on these lessons wil be discussed as it applied to IDES in the 
discussion section however, we wil briefly introduce them here. John Kingdon teaches 
us that timing is important through what he cals a “window of opportunity. ” 
Recognizing and taking advantage of points in time when a policy window is open can 
make the diference between realizing a new law, regulation, or policy and failing in that 
efort (67). Kingdon, as wel as other political scientists (69) describe crisis events as one 
way that policy windows open and decision makers are more open to policy ideas and related 
research. Kingdon also described scheduled events, such as an annual budget bil, as a time 
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that a window might open. 
Authorizing legislation is on a scheduled timeline and is often tied to the operation of a 
federal agency. Congress considers the National Defense Authorization Act (NDAA) 
annualy; its passage is needed for the Department of Defense to function. Political scientists 
have also demonstrated that authorizing legislation presents an opportunity for new policy 
proposals. The prominence of authorizing legislation is ilustrated. One study atributed 
nearly two thirds of votes on the House floor to reauthorization legislation(68). But isn’t just 
recognizing timing, it is also knowing how to utilize the authorization process specificaly. 
Because authorizing legislation is something that “must pass,” in an era of increased partisan 
polarization “policy-making atention” may increasingly shift to “recuring and necessary 
temporary legislation” such as authorization legislation (68). From a practical standpoint, if a 
new policy is even tangentialy related to an authorization bil, legislators would be wel 
served to position that bil as part of a larger authorization. Recognizing good timing, and 
identifying a potential authorization bils as vehicles, however are not suficient to pass 
legislation. 
The role of stakeholders associated with a policy proposal, how they are viewed, and 
their level of influence over policy makers is a central explanatory factor in Schneider and 
Ingram’s work. Social groups, such as veterans and military personnel, are either positively 
or negatively socialy constructed by “politics, culture, socialization, history, the media, 
literature, religion and the like”(4). They postulate that political power is derived from this 
social construction in concert with other factors such as money and reputation within 
Washington, DC. Veterans and the military fal into the “advantaged” group according to 
Schneider and Ingram because they have power in the form of a wel-established interest 
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group and they are positively socialy constructed. This means that politicians are going to be 
inclined to pass legislation that supports these groups (4). Schneider and Ingram identify 
three other groups in addition to the “advantaged” group: contenders (negatively constructed 
but powerful), dependents (positively constructed but weak), and deviants (negatively 
constructed and weak) (11). These three groups are less likely to be associated with 
successful policy proposals because of their social construction. 
The evidence presented in this study demonstrates how these lessons from the political 
science literature can be useful for health researchers seeking to use the political system to 
improve health policy. The IDES case study presented herein accomplishes this by 1) 
documenting the legislative actions taken to accomplished the IDES; 2) applying lessons 
from political science to understand why the IDES received support; and 3) explaining 
how these lessons inform future health policy initiatives. As such, it wil provide health 
researchers context for engaging the political system to advance health policy.  
Study Data and Methods: 
We selected a case study approach (81) because it alows for in-depth exploration 
of a successful legislative effort and for the application of lessons from political science. 
We used congressional documents, media reports, and semi-structured interviews to 
recount the events leading to the development, passage, and implementation of the IDES.  
Document Review 
Our document review began with a thorough reading of the Presidential 
Commission on Care for America’s Returning Wounded Wariors report released in July 
2007 (5). Commonly refered to as the Dole-Shalala report, after its two chairs, the report 
includes an overview of the major events that shaped veterans’ disability laws and 
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regulations prior to 207, and recommends changes in disability assignment, some of which 
the IDES realized (2).  
We developed a set of key words to identify congressional documents related to 
the development and passage of veterans’ disability policy in general, and the IDES in 
particular. Search terms included: “wounded warior”; “disability AND veteran”; “Dole-
Shalala” and “Walter Reed”. We then searched ProQuest Congressional, an on-line 
database of congressional records (83). 
We began the search in January 2007 because it included the one-month period 
before a Washington Post story detailed the “bleak” (9) conditions at the Walter Reed 
Army hospital. The article described service members languishing in a health care system 
il-equipped to respond to their needs (9). The Post coverage captured the atention of 
policymakers and the public, and is widely regarded as the impetus behind the Dole-
Shalala Commission (5). 
We used an iterative process to guide the document search. The final set of terms 
included: “Integrated Disability Evaluation System”; “Walter Reed AND Building 18”; 
“Walter Reed AND Condition”; “Walter Reed AND Deplorable”; and “Dole-Shalala”. 
We determined, based on the title, short description of the document and a key word 
search of the document, if it included content about the development and passage of the 
IDES. 
  We then used the results to search Commitee websites and VSO websites for 
additional material. The ProQuest search returned hearing information, but the records 
were not always complete. The Commitee and VSO websites supplemented information 
available in ProQuest. We also searched the Government Accountability Ofice (GAO) 
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website, as GAO representatives evaluated the IDES pilot and testified before Congress 
about their findings (54). Based the identified documents, we developed a timeline of key 
events in the history of the IDES. 
Media Search 
  Kingdon describes the media as an important factor in understanding the timing of 
legislative atention to an issue, and as such it was vital to understand the media’s role in 
the IDES. Media can also help to inform how the sequence of events surounding the 
IDES occured, as congressional testimony alone does not provide a complete picture. 
We used LexisNexis(88) to conduct to conduct a media search, and included specific 
national print media (New York Times, Washington Post) and wire services (Associated 
Press Newswire, McClatchy-Tribune News Service), as wel as periodicals writen 
specificaly for those who work in politics (Newstex Congressional, Politico, and The 
Hil Newspaper). We selected these sources based on media studies reported in the 
literature (65) and the lead author’s experience as a legislative staf member. 
  The search spanned from January 2007 through June 2014 and used the same 
terms from the congressional records search. We scanned the article titles for relevant 
content (Walter Reed, veterans disability or transition of military personnel included in 
the title), eliminating duplicate articles. We read this subset of articles to ensure they 
were relevant, eliminating those that were not, assembled the results in chronological 
order, and integrated key events into the document timeline. 
Semi-Structured Interviews 
 We identified key informants by selecting commitees relevant to legislative 
action on the IDES. Members and their staf who served on the identified commitees when 
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Congress was considering issues related to the IDES (2007-present) were eligible for 
inclusion: House and Senate Armed Services Commitees (HASC and SASC); House and 
Senate Veterans Afairs Commitees (HVAC and SVAC); and House and Senate 
Appropriations Commitees. We combined this purposeful sampling approach with 
snowbal sampling (79) so that our final sample included informants identified through their 
positions (purposeful) as wel as through the networks of those involved with the IDES 
policymaking (snowbal). Interviewees were first contacted by email and interviews were 
aranged via email. For those included in the snowbal sample, the research team received an 
email introduction via another participant in the study and then arangements for interviews 
were made also by email. We conducted interviews until we reached data saturation (81). 
The interview guide was based on the political science literature and the findings 
from the document and media review. For the purposes of this analysis, interview data were 
used to address gaps within the legislative history. For example, insight into strategic 
decisions aimed at gaining support for the IDES pilot and identifying the pivotal stakeholders 
in advancing the IDES behind the scenes, were areas of the legislative history informed by 
interview data. 
Results: 
We used the data to construct a timeline of events leading to the development of 
IDES and subsequent congressional support (Figure 3.1). These events fal into three major 
categories: Walter Reed scandal; commitees and commissions; and creation and 
implementation of the IDES. Importantly, while Congress authorized and funded the IDES 
pilot, and continues to oversee the IDES, there was never a bil that specificaly legislated the 
IDES system-wide. That decision was made under agency authority. 
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We conducted 26 interviews with congressional staf from the aforementioned 
commitees. The purposeful sampling approach yielded 5 participants, including both 
Democrats and Republicans; snowbal sampling (79) identified 21 additional participants. 
There were 28 people asked to participate and two individuals refused. Interviews lasted 
between 30 and 90 minutes. We met with 5 of the interviewees prior to the interview to 
discuss the project and their wilingness to participate. For two other interviewees, we spoke 
via phone prior to the interview, also to discuss the project and their potential participation. 
For the remaining participants, we had a conversation about the project prior to beginning the 
interview and the interview was conducted in the same meeting. One participant was 
interviewed twice. Al interviews were in person. Three of the interviews included two 
participants. The remaining interviews were conducted with just one participant and the 
researcher. Al interviews were digitaly recorded and transcribed by a third party 
transcription service. A member of the research team checked the transcriptions for accuracy. 
We concluded we had reached data saturation (additional interviews would not likely yield 
substantive new information to address research questions)(105). Three recommended 
interviewees worked at organizations that support the military and were known experts on the 
IDES. Although these participants were not Members or stafers, informants recognized their 
perspectives as relevant to the study aims. 
The Walter Reed Scandal 
On February 18, 2007, the Washington Post published the first of a series of articles 
detailing “bleak” and “neglected” conditions at Walter Reed Army Medical Center. Soldiers 
profiled in the article had languished in the disability evaluation and health care systems far 
longer than seemed necessary; al had been there for more than a year navigating, as they 
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explained, lost paperwork and lack of information. On average, soldiers were expected to file 
22 diferent forms with 8 diferent commands just to enter and exit the medical processing 
system. One soldier, who completed three tours, described bringing in leters and pictures of 
her in Iraq to prove she had been there. While problems at the facility were known to 
Members of Congress before these articles (HVAC held hearings on issues at Walter Reed as 
far back as 2005) this was the first time the extent of the problems were revealed so 
publicaly, according to interview data. 
Interview data lend significant meaning to the events at Walter Reed and the Post’s 
coverage, and demonstrate the special place of veterans as, in the words of one participant “a 
sacred cow” in America’s political landscape. Interviewees described the Walter Reed 
incident as vital to moving the IDES forward. It was “the event that turned a lot of the 
public eye” toward the issue of veterans’ transition from DoD to the VA. Most 
interviewees, when asked about the impetus behind the IDES, began by discussing 
Walter Reed. One interviewee began, “I got a cal Friday night that there was going to be 
a story in the Washington Post about building 18 at Walter Reed… It realy just flowed 
from there.” It “made it front page news for Americans generaly but also for Members of 
Congress.” 
While the Walter Reed scandal was a vitaly important catalyst, interviewees 
suggested that the larger problem with health care and the transition from active duty to 
veteran status likely would have come to light without the Post’s coverage. The issue was 
on the radar of Congress, the Administration, and other stakeholders. Eforts to address 
these known shortcomings were underway on a smal scale; one interviewee noted that a 
system similar to the IDES was already being tested at one Army instalation. 
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After the Post story, Congress, President Bush and the Secretary of Defense, Robert 
Gates, responded. Members of Congress expressed their anger on the House and Senate 
floors. The American public was also outraged: a Pew Research Center pol conducted in 
March 2007 found that 30 percent of Americans were closely folowing the reports about 
Walter Reed. The only issue folowed more closely was news about the war in Iraq (106). 
Secretary Gates set up an independent review group. Two weeks after the Washington Post 
story, the Secretary of the Army and the commander in charge of Walter Reed were both 
dismissed (107). 
In March the first of three Commitee hearings on Walter Reed in the Subcommitee 
on Military Personnel in HASC was held. The hearing, which took place at Walter Reed, 
provided members with an overview of DoD’s disability system and perspectives on the 
status of Army and DoD services for injured soldiers. Members of Congress pointed the 
finger at General Kiley, who was in charge of Army medical facilities (108). 
The folowing month, the House and Senate passed an emergency supplemental to 
the 2007 appropriations bil entitled, “U.S. Troop Readiness, Veterans’ Care, Katrina 
Recovery, and Iraq Accountability Appropriations Act” (P.L. 110-28). It appropriated $1.9 
bilion exclusively for veterans’ health care and VA infrastructure (52). 
A month later the Subcommitee on Military Personnel in HASC, held a second 
hearing on the issue where members of Secretary Gates’ Independent Review Group testified 
about their findings. They described the problems at Walter Reed as a “perfect storm” where 
increased casualties, problems with military contracts, and the imminent closure of Walter 
Reed as a result of the base realignment and closure plans led to a hospital il equipped to 
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handle transitioning soldiers transitioning. They recommended changes to the caseworker 
structure and shortages of primary care physicians and nurses (52). 
In July 2007, Congress passed the “Wounded Warior Act” (P.L. 110-389), which 
included provisions to evaluate and alter the disability system, and addressed several aspects 
of veteran’s health (52). The most significant of these with regard to IDES authorized 
funding for evaluation and adjustment of “the transition of service members from the 
Department of Defense to the Department of Veterans Afairs”(52). Interviewees explained 
the reason Congress addressed veterans’ health as a stand-alone bil, as opposed to including 
provisions in a larger authorizing bil, was because it alowed HASC and SASC to address 
issues in response to the Walter Reed Scandal immediately. A more detailed response to the 
Walter Reed coverage was included in the NDAA for fiscal year 2008. 
One year after the Washington Post story, the Commitee on Oversight and Government 
Reform held a folow-up hearing to its first Walter Reed hearing. Chairman John Tierney 
expressed hope that the time had come to change the disability system, which has been 
flawed for “decades,” saying that this was a “unique opportunity” He urged Members to not 
let it slip through their fingers (109). Independent Evaluator from the GAO, Daniel Bertoni, 
also testified about the IDES pilot during this hearing and emphasized the need for a beter-
integrated system, while also pointing out problems with heavy workloads for physicians, 
lawyers, and disability assistance staf (109). 
Commitees and Commissions Charged with Recommendations for Change 
There were several commissions folowing the Walter Reed Scandal. The most high 
profile of these was the Dole-Shalala Commission. President Bush established this 
Commission two days after the first Congressional hearing in March (5). It was tasked with 
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investigating the curent state of support for transitioning service members. It conducted a 
survey of 1,700 injured service members and conducted site visits to 24 military and veteran 
medical facilities. Health researchers were involved in the execution of these activities and 
helped to craft the Commission’s recommendations presented in the 2007 report “Serve, 
Support, Simplify: Report of the President’s Commission on Care for America’s Returning 
Wounded Wariors” (5).  
The Dole-Shalala commission presented its preliminary results in June 2007. It 
included three sub-reports: “a system that serves, a system that supports, and a simpler 
system” — and ofered recommendations in each section (5). The recommendations in the 
“simpler system” section caled for administrative changes to ease the transition, one of 
which would eventualy become integrated into the IDES (110). 
While the Dole-Shalala Commission received the most atention from the media and 
was referenced as where the idea for an integrated system originated, the Wounded, Il and 
Injured Senior Oversight Commitee (SOC), arguably contributed more directly to 
establishing the IDES. Convened in May 2007, it implemented the 2008 NDAA requirement 
that the VA and the DoD “jointly develop and implement comprehensive policies on the 
care, management, and transition of recovering service members.” As part of this, it was 
charged with developing policies, including disability evaluation policies, which eased 
transition out of the military. According to interview data, members of the SOC approached 
staf on SASC and HASC and made the recommendation that DoD and VA move to an 
integrated system. Interview participants indicated congressional commitee staf believed 
additional research was needed to justify this change. 
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In response, the 2008 NDAA (P.L. 110-181) also commissioned another report aimed 
at producing evidence to guide changes to disability evaluation. A subgroup of the SOC, the 
Overarching Integrated Product team, conducted a study with over 40 disability evaluation 
experts from the DoD and VA. Together they used the medical records from 33 previously 
adjudicated cases to test five proposed systems. These cases included soldiers from al 
military branches with a diversity of injury and ilness presentations (110). The resulting 
report aligned with the Dole-Shalala recommendation to eliminate one of the medical exams 
(110), resulting in the system that would become IDES. 
Interview data indicate that the decision to cite the Dole-Shalala report in this study 
was political; it was helpful to show that more than one study had reached the same 
conclusion. The people in charge of this study had also worked closely with those conducting 
research for the Dole-Shalala report. The recommendation however went one step further 
than just elimination of one exam: it ceded al responsibility for disability evaluation to the 
VA. Interview participants involved in this decision described this as a source of conflict 
between the agencies since the 1990s but after Walter Reed the DoD decided it wasn’t 
“worth fighting anymore.” 
The IDES 
Nine months after the Washington Post’s Walter Reed coverage the IDES pilot 
program launched with the goal of “evaluating and significantly improving the timeliness, 
efectiveness, simplicity, and resource utilization by integrating DoD and VA processes, 
eliminating duplication, and improving case management practices” (110). Congress 
authorized the pilot through the 2008 NDAA (P.L. 110-181, § 1644), as directed by the 
Wounded Warior Act (111) and funded through the Defense Appropriations Act for Fiscal 
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Year 2008 (P.L. 110-181, § 1644) (112). Interviewees involved with the appropriations 
process explained that funding levels were included in the President’s budget request to 
Congress, as is standard for disability payments and evaluations to be determined by the 
Administration and then Congress then meets that request. The pilot authority was not limited 
specificaly to the IDES. The military piloted the new system at 13 sites, including Walter 
Reed. 
One explanation for the IDES support provided by al interviewees was the legislative 
vehicle (the NDAA) chosen by the coalition of stakeholders advocating for changes to the 
disability system. This included individuals within the military, staf members of the VA and 
Defense Commitees and VA staf. Including pilot authority in the NDAA almost guaranteed 
its success: it “is a very wel known strategy to atach something to the NDAA” to get it 
passed. Even in a tough budget climate, an NDAA typicaly passes “because no one 
wants to be seen as not funding the troops.” With regard to the IDES specificaly, the 
pilot authority was included in the NDAA “because…a large part of this is DoD and so 
it’s the appropriate vehicle to establish policies related to personnel maters. Also 
we…know this is a vehicle that’s going to move every year.”   
The 2010 NDAA authorized funding for a “Department of Defense Task Force on the Care, 
Management, and Transition of Recovering Wounded, Il, and Injured Members of the 
Armed Forces” (P.L. 111-84) (113) to evaluate the IDES pilot. 
In the summer of 2010, the Administration announced that system-wide 
implementation would begin in October 2010 and be completed by September 2011 (114). In 
November SVAC held a hearing to discuss the evaluation of the IDES. Daniel Bertoni 
testified again and shared GAO analyses indicating initial improvements over the “legacy 
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system” that pre-dated the move to the IDES. Waiting times for active duty averaged 295 
days compared to 540 days under the legacy system. Satisfaction also appeared to increase 
under the IDES (54). 
The study also identified weaknesses in the IDES. Staf shortages presented a chalenge to 
system-wide implementation, and patients with mental ilness experienced additional delays. 
Both DoD and VA noted the need for guidance in establishing criteria to rate mental ilness 
as related to service (54). 
IDES is an executive level policy that reflected existing authority within the agency 
to change. However, it required support and funding from Congress to be realized. 
 




As discussed in the introduction, the goal of this paper is to apply lessons from political 
science to the IDES case study in an effort to demonstrate how to use the political system 
to advance the public’s health. It is clear from this case that timing was important to 
advancing policy in Congress. As discussed, the disability system had been problematic for 
a long time. Despite this problem, prior to the Walter Reed scandal, timing was not right to 
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make a change. The Walter Reed Scandal catalyzed the need for a solution to this problem. It 
created political wil to advance policy that adressed problems with the transition from DoD 
to VA. The data indicate that the Walter Reed scandal set the legislative bal roling with 
regard to the IDES. It was mentioned as vitaly important in every interview. Articles about 
the veteran’s benefits backlog cite the Walter Reed event as many as 7 years after the 
Washington Post story. The American public also became interested in the issue as indicated 
by the Pew Research Center pol. Prior to the Washington Post story individuals involved 
with the system knew that there were problems but there was no political wil to change the 
process. The interview data indicate that those who were aware of the problems with the 
disability system capitalized on the good timing created by the crisis created by Washington 
Post’s coverage of the problems at Walter Reed to advance policy. 
However, it was not just the timing of the crisis. The window, which was cracked by the Post 
story, was flung open by the opportunity of the NDAA. As Adler and Wilkerson point out, 
the majority of legislative atention is focused on passing authorizing legislation. 
Ataching language to an authorization bil, such as the NDAA, is a reliable way to 
change policy. In the case of IDES, interview data show that those familiar with 
congressional processes recognized the opportunity of this “must pass legislation” and chose 
to atach the pilot authority for IDES to it and thus ensure its passage. The NDAA was a 
moving legislative vehicle tangentialy related to veterans, and those atempting to change the 
disability system knew reform via the NDAA had a much higher chance of success than a 
stand-alone bil from the Veterans Afairs Commitee.  
But good timing alone, and an appropriate legislative vehicle, is not suficient to pass 
legislation. One reason the policy window opened folowing the Post’s coverage of Walter 
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Reed, and the reason it was possible to get the IDES atached to the NDAA is because of the 
way veterans are socially constructed. Veterans fal into the “advantaged” group described by 
Schneider and Ingram (4). This position was vital to the speedy passage of legislation to 
address veterans’ needs folowing the Walter Reed scandal. Politicians did not want to be 
perceived as ignoring the problems of this “advantaged” group. Not responding to the public 
exposé would have negatively impacted public perception of elected oficials, as evidenced 
by Congressional records and media reports (4). Rhetoric used to discuss veterans by 
politicians in both congressional records and media reports is al positive. Folowing the 
Walter Reed scandal there was a rush by politicians to hold hearings about veterans issues. 
The interview data also support this positive construction. The role of veterans as a “sacred 
cow” is understood in the context of Schneider and Ingram’s work.  
By understanding this case in the context of the political science literature, health 
researchers can gain tools that wil help them beter navigate political processes and 
beter integrate research into policy decisions. 
Research about how Congress makes health policy is also a fruitful avenue for 
further research. Health researchers are focused on outcomes, while political scientists 
are focused on the processes and systems. By beter understanding how the political 
processes described by political scientists impacts resulting policy, health researchers wil 
be beter equipped in the future to impact change. 
 
Conclusion: 
The IDES case demonstrates that the political process has predicable paterns that 
health researchers can use to advance the public’s health. First, recognizing good timing is 
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vital. Public health researchers must be prepared with policy solutions to problems in order to 
take advantage of windows of opportunity that increase the likelihood of success. Second, 
public health researchers should understand the authorization process, and use it to their 
advantage. Third, public health researchers should capitalize on “advantaged” social 
construction when possible. If a group does not fal into an advantaged category, health 
researchers should work with interest groups to improve the social construction of the group 
they seek to assist. Finaly, further research in the area of congressional policy making and 
how it can be utilized to advance health policy is needed.
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Manuscript 2: Engaging Policymakers in the Research Process: A Case Study 
Employing Community-Based Participatory Research Principles 
 
Abstract 
Background: Policymakers and researchers rarely colaborate on the execution of 
research, despite relying on each other’s work. Bridging this gap can be beneficial to both 
parties. Community-based participatory research theorizes that more just and efective 
research results from involving the community of interest throughout the research process 
(development, delivery and evaluation). In this study, policymakers are considered the 
community. Through a case study of the military’s Integrated Disability Evaluation 
System (IDES), we examine the feasibility of engaging policymakers in the formation of 
research questions and conducting resulting research. 
Methods: We used a case study design and conducted 26 in-depth interviews with 
legislators, their stafs and representatives from the Veterans Administration, Military 
and Veteran Service Organizations. We selected key informants through purposeful 
sampling and used snowbal sampling to identify additional informants. We coded the 
data at three levels and reassembled the coded data according to themes. 
Results: Policymakers were amenable to participation in this study and indicated they 
would like to be involved in future academic research. They also indicated a need for 
policy relevant academic research, in part because academia is viewed as “credible” and 
trustworthy, unlike other sources of information. Policymakers were also provided 
concrete recommendations for a survey to evaluate the IDES.  
Conclusion: While researchers must be wary of tension between political parties and 
between legislators and administrative agencies, there is an opportunity to involve 
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policymakers in the research process. Engaging in this type of relationship potentialy 
increases the likelihood that research wil inform policy. 
 
Introduction 
Research can identify specific problem areas and provide information to help 
policymakers craft efective policy. Despite the potential for research to inform policy, the 
political science literature demonstrates that in our curent polarized political environment, 
politics can stand in the way of research being translated into policy (59). Therefore, the 
political process is a factor that must be considered when translating evidence-based research 
into policy (115). This study presents an avenue to assist researchers with navigating that 
process. 
While there is a wel-documented need to understand the political process in order to 
translate research findings into policy (61, 62), guidance from the public health literature 
about how best to work with policymakers to advance research is limited (70). Simmons et 
al. demonstrate the need to consider political context when translating public health research 
into policy (116). Sorian et al. and Colby et al. both found that, when approaching 
policymakers who have limited time and receive large volumes of information about health 
research, it is more efective to communicate research findings concisely, and in the context 
of curent debates (73, 74). Importantly, policymakers cite professional organizations as their 
most trusted sources of information for understanding the peer reviewed literature, (73) 
which is consistent with the literature demonstrating that personal contact with policymakers 
can be important to translating research into policy (75). 
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Here we present a framework for researchers to facilitate that personal contact with 
policymakers and become a trusted information source for using research to inform policy 
decisions. This approach builds on the existing body of research by presenting a framework 
developed from our case study of the U.S. military’s new Integrated Disability Evaluation 
System (IDES). As part of this case study, we used Community-Based Participatory 
Research (CBPR) principles (80), with federal policymakers as the community of interest. 
To our knowledge, this is the first application of CBPR to a policy seting.  
Community-Based Participatory Research 
CBPR ofers a new approach for transfering information between researchers and 
practitioners in the policy community. According to CBPR principles, more just and 
efective interventions result from including community participants in al stages of the 
research process including development, delivery, and evaluation. Those who practice 
CBPR reason that if a community is involved in research, its members have a vested 
interest in the intervention and wil be more engaged in assuring its success. In addition, 
researchers benefit from the “ground truth” that can come with community input into the 
development of research questions and the resulting interventions, as such input is more 
likely to yield a greater impact (78). 
While this approach has traditionaly been applied in public health to address 
health disparities in marginalized communities (117), we view it as a useful approach for 
engaging policymakers in the research process, increasing the relevance of research to the 
policy process, and strengthening relationships between researchers and policymakers. 
By treating policymakers as the community of interest and involving them in the research 
process, they can communicate with researchers about research questions of interest to 
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them. As a result of this process, policymakers should be more inclined to draw from the 
resulting research when making policy decisions. 
Israel et al. outlined nine principles to guide researchers engaging in CBPR; we 
see seven of these as applicable to federal policymaking. These seven principles are: (1) 
recognize the community as a unit of identity; (2) build on the “strengths and resources of 
the community”; (3) facilitate colaborative relationships during al phases of the 
research; (4) promote co-learning among partners; (5) develop system through a cyclical 
and iterative process; (6) disseminate findings to al involved partners and involve 
partners in the dissemination process, and (7) make a long-term commitment to the 
research process(77). We hypothesize that by applying a CBPR approach to policy 
research, policymakers and researchers wil be beter able to work together to identify 
policy research priorities, produce research that is responsive to policy needs, and apply 
those findings to policy decisions. 
Integrated Disability Evaluation System 
In order to determine whether CBPR can be efectively applied to congressional 
policymaking, we conducted a case study of the IDES. The IDES launched, with 
congressional support, in 2007 to address longstanding problems with soldiers’ transition out 
of the military and the disability evaluation process involved in that transition. The pre-IDES 
legacy system was widely recognized as a source of frustration and confusion among soldiers 
and administrators, and cited as a reason for poor access to resources and medical care (5). 
Before the IDES, service members were evaluated twice for disability: once by the 
Department of Defense (DoD) and then again by the Veterans Administration (VA). These 
two ratings often difered, causing confusion among service members. The IDES is designed 
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to streamline the transition process, shorten the time to claim adjudication, and increase 
satisfaction and understanding among users (5, 10). Under the IDES, service members 
receive one disability rating from the VA. 
While the IDES holds promise for improving the transition out of the military and 
into the VA, there are chalenges. The Government Accountability Ofice (GAO) concluded 
that the evaluation process continues to be slow and confusing (11). The Recovering 
Wariors Task Force, charged with overseeing the IDES (118), determined that it was “a 
lengthy and mystifying ordeal” and made recommendations to overhaul the entire system (3). 
Clearly changes need to be made to the IDES, something policymakers are aware of 
and eager to address, particularly because veterans are generaly regarded as a politicaly 
important stakeholder group by policymakers (4). The interest in realizing an efective 
system and the high priority inherent in this issue make the IDES an ideal case to test CBPR 
principles with congressional policymakers. By applying CBPR principles to the IDES case, 
we aim to inform changes to the IDES with evidence-based research, and provide a model for 
beter integrating research into congressional health policy formulation. 
Application of CBPR Principles to IDES case study 
To test this theory, and to understand the legislative process involved with realizing 
the IDES (116) we conducted a series of in-depth interviews with congressional staf 
engaged in veterans’ health policy and the IDES. We asked interviewees about their interest 
in research to inform their policy decisions and invited them to comment on a survey we 
were developing to evaluate the IDES. As part of this study we drew on foundational 
CBPR literature to develop the folowing research questions (77): 
 




(2) How do congressional policymakers consider research in the context of policy decisions? 
 
(3) What kind of input into the research process do policymakers provide when invited to 
participate? 
 
(4) What value do policymakers add to the research process? 
 
(5) How does a researcher utilizing a CBPR framework impact the policymaking process? 
 
The findings presented herein inform whether and how CBPR can be used in a 
legislative seting to promote the use of research in policy decision-making. 
Methods 
To answer the aforementioned research questions, we conducted a series of in-
depth, semi-structured interviews using an interview guide developed by the research 
team (Appendix C). The lead author conducted al interviews between November 15, 
2013 and September 30, 2014. 
Sample 
We identified U. S. Congressional commitees relevant to legislative action on 
IDES: House and Senate Armed Services Commitees (HASC and SASC); House and 
Senate Veterans Afairs Commitees (HVAC and SVAC); House and Senate Appropriations 
Commitees. Members and staf serving on the identified commitees when Congress was 
considering the IDES policy (2007-2014) were eligible to be interviewed. Within these 
commitees, we chose individuals who had worked on the IDES and/or worked on 
subcommitees responsible for the IDES. We combined this purposeful sampling approach 
with snowbal sampling (79), meaning we asked interviewees to identify additional 
individuals for inclusion. Our final sample included informants identified through their 
positions and reputation (purposeful) as wel as through the networks of those involved with 
the IDES policymaking (snowbal). We continued to sample interviewees until data 
 
 74
colection from our purposefuly identified interviewees was complete and we reached data 
saturation (81). 
Based on the principle that qualitative research should include “rival views,” (81) we 
interviewed Democratic and Republican staf from the House and Senate. This was 
particularly important because veterans’ issues became more politicaly sensitive during the 
eleven months we were conducting interviews due to media atention focused on problems 
with a VA hospital (92). 
Interview Guide 
The interview guide included questions about the IDES and CBPR generaly. Due to 
the iterative nature of qualitative research, the interview guide evolved over the course of 
data colection to include information gleaned from previous interviews (81). For example, 
we added questions about participants’ views on academia (as opposed to research generaly) 
because the original interview guide did not yield responses about participants’ views about 
engaging in research with academics generaly. Rather participants were focused only on 
research about the IDES. Questions encompassed 3 domains: 1) background information on 
the interviewee and how they were involved with IDES; 2) views on IDES and its future; and 
3) the role of researchers in policymaking. The final interview guide is included in Appendix 
C.  
Data Management 
We digitaly recorded (with interviewees’ permission) al interviews and they were 
transcribed using a transcription service. We checked a subset of transcripts for accuracy and 




We analyzed the data using an iterative process. We coded these data at two levels 
using NVivo10 (94), beginning with open coding (81). Open coding is a process of 
developing codes to capture recuring information of relevance to the research topic and 
codes are closely related to original source data (81). We conducted open coding after each 
interview to identify new information that required interview guide modifications. After 
completing data colection and open coding, we conducted categorical coding. When 
conducting categorical coding, which is a higher conceptual level of coding, we took into 
account similarities across codes (81). We did this coding in an iterative fashion and a 
codebook was developed. Codes were both deductive and inductive, meaning some codes 
were based on interview guide questions and some emerged directly from the data. 
We then aranged codes hierarchicaly (81) by creating a table with al open codes 
placed into one or more categorical codes. Within the categorical codes, we grouped those 
that were conceptualy similar until themes were identified. We then reassembled data 
according to these themes, as reflected in the folowing section. 
Results 
Purposeful sampling yielded 5 interviewees; snowbal sampling identified 24 more. 
We invited al 29 individuals to participate and two refused (one stated it was against ofice 
policy to participate in research projects; one never responded to interview requests). We 
conducted twenty-four interviews with 27 individuals. Interviews lasted 30-90 minutes. At 
interviewees’ request, for 7 individuals we met prior to the interviews to discuss the project 
and their wilingness to participate. We conducted al interviews in person at locations 
convenient for the interviewees. Three interviews included two participants. 
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Relevant demographic information on interviewees is presented in table 4.1. For 
commitee staf, we interviewed individuals on the subcommitee responsible for issues 
related to IDES. Three interviewees worked at non-governmental organizations that support 
the military and were known IDES experts who other interviewees recognized as relevant to 
the study. 
We engaged in email exchanges with every interviewee prior to each interview. 
These exchanges included discussion about logistics of the interviews (e.g. when and 
where we would meet), the project and any questions about participating. Pre-interview 
conversations served to build trust. Trust developed more readily when someone within 
the community referred us to the participant. 
Table 4.1. Demographic information about interviewees 
Characteristic Number 
Political Afiliation  
Republican 6 
Democrat 18 
Unknown 3  
Place of Employment  
Personal Ofice of a Member of Congress 13 
Commitee Ofice 11 
Organizations that support military/veterans  3  
Chamber of Congress  
House 16 
Senate 8  
Former or Curent Member of the Military  
Yes 15 
No 12  
Total  27  
 
Policymakers’ wilingness to participate in research 
In general, policymakers were amenable to participating in this project as 
evidenced by their wilingness to be included in the study and by the depth of their 
responses. Most of those identified through the sampling process (29 of 27) participated, 
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and those interviewed readily provided input. Furthermore, it was the experience of one 
member of our research team (MMS) who had worked on Capitol Hil that congressional 
meetings generaly are limited to a half hour but almost every interview lasted an hour or 
more. Interviewees also made it clear that they were wiling to talk again, and one 
participant was interviewed twice as a result. And, they often recommended additional 
participants, which proved useful in building a robust sample. 
As demonstrated in the folowing sections, participants provided thoughtful 
answers based on their own experiences. They often provided specific examples to 
demonstrate the point they were making. Overwhelmingly, they stated that they 
welcomed working with a research team and indicated that they would like more access 
to researchers, as demonstrated in the folowing section. 
Additionaly, participants were interested in the resulting research: almost every 
interviewee asked to see the report on the survey that their input would inform. 
Role of the Researcher 
Interviewees generaly described research and academia using words such as 
“credible”. “Credible” was used, unprompted, by 5 of the 17 participants who were asked 
about their views on academia. Furthermore, academia and university-based research 
were generaly viewed as neutral as opposed to other research, such as that presented by 
agency researchers and non-governmental organizations, which interviewees described as 
more biased than academia. As one interviewee stated, “They’re [academics] trying to 
find the truth. And no mater what that is… it comes from good, solid analysis.” 
Specificaly, two participants discussed Veteran’s Service Organizations (VSOs) and VA 
and DoD as having “a bias,” intended to bolster the agency/organization, or its 
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membership, unlike academic researchers. Despite this bias, interviewees indicated these 
organizations are an important voice in the veterans’ policymaking community and vital 
politicaly. 
Interviewees also indicated that they would welcome further participation from 
academia in policymaking but they do not currently involve researchers unless an 
established relationship exists. Six of the interviewees who were asked about academia 
stated that strong relationships with research institutions were beneficial to their policy 
work and the resulting products. One participant specificaly stated that having 
scientificaly conducted surveys and focus groups to support a position is “huge.” 
Interestingly, there did not appear to be a partisan divide. Both parties seemed to 
welcome input from academia.  
However, aside from existing relationships, they indicated that they had not 
thought to include academics unknown to them in their work or that they would not know 
how to reach out and begin new relationships. As one participant stated, “I would love to 
have more stuf from universities, from some of the diferent centers but it’s just harder 
for us to find and access and know what’s credible.” Three participants discussed the 
need for academics to “outreach” to congressional staf if they wanted their research to be 
considered in policymaking. As one interviewee stated for this type of outreach to have 
“influence,” “[the researcher] is long-term folowing the issue and understands the 
context and how it developed.” He continued, then “I think their views are much more 
meaningful.” 
Participants also expressed concern about the speed of academia. Participants 
indicated that often they need information quickly and they would not have time to wait 
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for a study to be conducted. Interviewees also discussed the concern that if they need 
research and they were to reach out to academics, the time it would take to get results is 
longer than a policymaker has to make a decision. 
Contributions to Research Questions 
While we were interested in the interviewee’s perceptions of academia, we were 
also trying to discern if policymakers could make concrete recommendations to 
researchers for conducting a study on the experience of the IDES. When we described to 
interviewees our plans to survey veterans about their experience with the IDES and asked 
them to identify additional goals and questions for our survey, al responded. Some had 
concrete recommendations. For instance, one interviewee responded with several direct 
questions including, “Do they feel like information [about the disability evaluation] is 
given to them” at every stage of the process? Other participants gave more general 
answers such as, “regular reporting on satisfactions and outcomes generaly.” When 
probed, most of these participants gave a more concrete response. For example, when 
probed about “regular reporting on satisfaction and outcomes,” the interviewee stated that 
she would like to know more about what, and how veterans who had completed IDES 
were doing now. 
The responses resulted in three issues we had not previously considered for the 
survey: 1) the involvement of family in transition out of the military; 2) feedback on how 
specific phases of the IDES process are working and; 3) how service members are 
functioning now that they are civilians. While we were planning to include a question 
about social support, participants explained they were specificaly interested in whether 
veterans felt their “family [was] included” in the process. With regard to interest in the 
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more detailed phases of IDES, interviewees provided specific questions about each 
phase. For example, questions about helpfulness of liaison oficers assigned to the 
process were of interest to several interviewees. Table 4.2 includes the ful list of 
interviewees’ recommendations for the survey. 
Table 4.2. Policymaker Contributions to Survey 
Themes Questions/Recommendations 
Coordination  How wel are the specific pieces of the process 
were coordinated with each other? 
 How wel is process is coordinated within each 
step? 
 Are the case care managers/Physical Board 
Liaison Oficers/VA representatives assisting 
with the process efectively? 
Mental Ilness  Is this group experiencing the system 
differently? 
Satisfaction  What are the bariers to geting through the 
system? 
 How accurate is the system? 
 Do people understand the specific pieces of the 
system? If not, what pieces are the most 
confusing and why? 
 Are family members included in the process? 
 How long did it take to complete the pieces of 
the process and were people satisfied with that? 
 Best to evaluate system at the end when people 
have completed IDES 
Transitional resources  Are people using transitional resources? 
 What transitional resources are people using? 
 How are people identifying these resources? 
Warior Transition Units (WTU)/Wounded Warior 
Batalions (WWB) 
 Does going through a WTU or WWB change 
the experience of IDES? 
 
 
Making Research Accessible 
Interviewees also discussed how to effectively share research with them. 
Presenting research in the context of policy was described as vital for research to be 
useful to policymakers. Interviewees described concise, concrete information that can be 
quickly and easily understood as far preferable to a journal article. Two interviewees 
 
 81
further detailed how they trust the methodologies academics use and do not need these 
details in what they receive. Rather, writen materials should emphasize key information 
points that can be used to inform policy decisions. As one participant said, “producing 
things that are immediately translatable, that are very accessible for people doing the 
policy work, would be more efective.” Interviewees cited time and training as bariers to 
their ability to delve deeply into academic literature, and their need for targeted, summary 
information. 
Defining “Community” 
  With military health policy such as IDES, the community extends across political 
party lines and beyond policymakers in Congress. Representatives from DoD and VA, 
VSOs, and various think tanks are also stakeholders in policymaking and therefore, their 
input is important in the formative stages of research. While community members 
expressed the aforementioned skepticism towards members of the community from 
organizations diferent than their own, it was acknowledged that al of these individual 
community members hold political sway and can guide policy. For instance, stafers 
working in Congress when IDES originated (4 interviewees) al indicated that IDES 
originated in the DoD and VA, not in Congress, despite the legislative maneuvering to 
accomplish the policy change. As one participant stated, many of the high profile VSOs 
“have a lot of clout on the Hil so people take their cals.” As further evidence of the 
importance of the community as a whole, it was indicated by participants that we should 
utilize the resources and knowledge of people from al across the community. 
Policymakers we interviewed recommended that our final sample include representatives 






The efort described here represents the first time, to our knowledge, that a CBPR 
approach has been applied to federal policymakers. Our findings build on what is already 
known about how researchers may best interact with policymakers; it demonstrates that a 
CPBR approach can connect researchers and policymakers about policy-relevant research 
generaly and inform research questions specificaly. Federal policymakers were wiling 
to assist with data colection as both participants and colaborators. They provided 
thoughtful responses and expressed a wilingness to spend a significant amount of time 
with members of our research team. Policymakers acted as partners when suggesting 
survey research question topics. That policymakers were interested in, wiling to engage 
in, and able to contribute substantively to an ongoing research project adds to the curent 
literature. 
Policymakers expressed an interest in findings from this case study and the 
planned survey, and were eager for results. While further research is needed to assess the 
impact of these findings on the role of evidence in policymaking, we view this is a 
positive first step. Importantly, the data suggest that, in accordance with CPBR theory, by 
involving the policy community in the formative stages of the research, policymakers 
wil be more interested in and more likely to apply the resulting research. 
The desire to participate in research may reflect how interviewees view academics 
and their research. Specificaly, interviewees described academic research as “neutral,” 
especialy when compared to other sources of information. They also expressed their 
view that information from an academic source provided “instant credibility.” Previous 
research demonstrated that the curent, most trusted sources of information are 
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professional organizations (73), but our research demonstrates that these organizations 
are viewed as more biased than academia. Participants indicated consistently, regardless 
of party afiliation, that they would like beter access to academic research. Researchers 
have a unique opportunity, and perhaps even a responsibility, to disseminate research in a 
way that can inform policymaking. The long-term relationships established through the 
CBPR approach can facilitate such dissemination eforts (80). Furthermore, this type of 
engagement seems to transcend political party. Further research may reveal if this 
transcendence is possible across other health related issues. 
Participants mentioned these long-term relationships as vital to a colaborative 
relationship between researchers and policymakers. This study demonstrates that 
researchers’ involvement in policy formation in this seting is more likely to occur if 
researchers invest in relationships with policymakers. We wil disseminate the survey 
findings to interviewees in order to be responsive to participants’ requests and foster 
longer-term relationships. Consistent with prior findings, we found that policymakers 
prefer information delivered in a clear, concise and brief format (73, 74).   
Another lesson from the CBPR literature that informed this research was the value 
of recognizing the “community” as a unit of identity. Because there are important 
veterans’ policy organizations external to Congress, researchers who work in this area 
should recognize this community and include relevant stakeholders in the formative 
stages of research. By using snowbal sampling, our data colection process identified 
these stakeholders even though they were not part of the purposeful sample and built on 
the strengths and resources of that community (77, 80). This understanding of community 
is also vital to contextualizing IDES: it iluminates which perspectives are important to 
 
 84
consider when crafting research questions. Leaving members of the veterans’ 
policymaking community out of the formative stages of research is a missed opportunity 
to increase the likelihood that study results wil inform policy. 
Researchers who involve policymakers in a study’s formulation are likely to 
produce data and findings that are more applicable to policymaking. This type of study is 
an example of how colaborative relationships can promote co-learning among partners, a 
principle of CBPR (80). This approach also builds on the findings by Innvaer et al., that 
personal contact with policymakers was important to translating research into policy (75). 
Our approach provides a framework to accomplish this goal. While it remains to be seen 
if research resulting from this type of relationship gains traction, the findings from this 
case study are an important first step. 
Applying a CBPR approach to federal policymaking is not without chalenges. 
Several policymakers cited the slower pace of academia as one indication of the 
diferences in culture between the two groups, and a possible barier to colaboration. 
Another chalenge for researchers is the tension that often exists between 
legislators and agencies, and between political parties as reflected by the skepticism 
interviewees expressed about other stakeholders in the veterans’ policymaking 
community. For instance, the fact that congressional staf expressed that information 
from other stakeholders was “biased.” We took this chalenge into account when 
designing our sampling plan by interviewing individuals across the political spectrum and 
from several diferent organizations. We recommend other researchers take a similar 
approach. This community and its ability to wield political clout is an example of context 
researchers may want to consider when working with policymakers. 
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Limitations and Strengths 
This is a politicaly sensitive topic, so some participants may have been unwiling to 
disclose certain information, or may have responded with a political answer that was not 
responsive to the study aims. We informed participants we would not share identifying 
information, which may have alowed them to share sensitive information. We also 
established relationships with participants, which may have increased trust and encouraged 
candor, though that was not the goal.  
Interviewer and interviewee bias was also a concern(119). We minimized this by 
triangulating results; we included interviewees with diferent perspectives and from diferent 
organizations(81, 105). 
There are a number of strengths associated with this work. The flexibility and 
responsive nature of qualitative methods alowed is to colect and incorporate unexpected, yet 
relevant information (81). There is an established track record of political ethnography being 
used successfuly when colecting data from policymakers (120), and this study furthers those 
eforts in the literature. 
Conclusion 
The CBPR approach is a viable approach for advancing the translation of research to 
policy. Considering policymakers as a partner community in the research process was 
demonstrated in this case study. Participants indicated they would welcome involvement of 
academia in the policymaking process, and provided input into a survey that we fielded in the 




Manuscript 3: An Evaluation of the experience of the military’s new Integrated 
Disability Evaluation System for Veterans with Post Traumatic Stress Disorder 
 
Abstract: 
Background: The Integrated Disability Evaluation System (IDES), launched in 2007, is 
intended to streamline the transition process for service members from the U.S. Department 
of Defense (DoD) to the U.S. Department of Veterans Afairs (VA) by shortening the time to 
claim adjudication, and increasing satisfaction and understanding of benefits among users. 
Within IDES, service members with PTSD are of particular interest: it is one of the most 
common post-deployment ilnesses and it can have detrimental long-term efects if untreated. 
Methods: We conducted a survey of veterans who had experienced the IDES, comparing 
those with PTSD to those without PTSD. Within the survey we investigated 4 domains: 
1) satisfaction 2) understanding 3) time to complete the IDES and, 4) success of 
reintegration into civilian life folowing the IDES. We conducted chi-squared analysis 
with fisher’s exact test to detect diferences between groups. 
Results: Overal, those with PTSD were less satisfied with the IDES, took longer to 
complete the IDES and were struggling more to reintegrate into civilian life. No 
statisticaly significant diferences were found regarding understanding of the IDES. 
Conclusion: Those with PTSD are having a harder time with the IDES and continue to 
struggle once they leave the military as compared to those without PTSD. This is a large and 






In 2008 the Integrated Disability Evaluation System (IDES) was launched with the 
goal of streamlining the transition process for service members from the U.S. Department of 
Defense (DoD) to the U.S. Department of Veterans Afairs (VA) by shortening the time to 
claim adjudication and increasing satisfaction and understanding of benefits among users (5, 
10). Within this new system, service members with PTSD are of particular interest because it 
is one of the most common post-deployment ilnesses (121), and the long-term impacts of 
PTSD for those who do not receive care can be devastating for service members, their 
families and their communities (29, 33, 34, 122). Furthermore, policymakers responsible for 
funding the IDES have expressed a specific interest in how service members with PTSD 
experience the IDES (123). 
Prior to the IDES, under the “legacy system,” service members were evaluated twice 
for disability: first by the military, and then by the VA after separating from the military. 
Often the disability rating would difer with litle explanation. In a report on the legacy 
system writen by the Commission on Care for America’s Returning Wounded Wariors, 
veterans described the process as confusing and onerous, and reported low satisfaction with 
the system (5). This document is commonly refered to as the Dole-Shalala report, after its 
two chairs, and is the last major study on the legacy system before the transition to the IDES. 
The IDES eliminated the dual evaluation process: a service member now receives one rating 
from the VA prior to leaving the military. 
Under the IDES, an injured or il service member is first refered to the Medical 
Evaluation Board (MEB), and the MEB assigns the service member a Physical Evaluation 
Board Liaison Oficer (PEBLO) to assist them through the process. A service member may 
also have a case manager who is responsible for ensuring they keep their appointments and 
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receive needed care. Unlike a PEBLO, a Case Manager is not responsible for administrative 
tasks associated with securing a disability status. The MEB assesses whether the service 
member has an injury or ilness that would potentialy make them unfit for military service. If 
this is the case, the service member is refered to the Physical Evaluation Board (PEB). The 
PEB determines if the service member wil continue to serve or be medicaly discharged. 
During this phase the VA determines the level of disability the service member wil receive. 
During the MEB phase, service members meet with a VA clinician to evaluate their 
condition. During the PEB phase the service member has the opportunity to appeal the 
decisions about their fitness to serve and/or their assigned level of disability. If the service 
member is deemed medicaly unfit to serve, they wil transition out of the military. According 
to the IDES policy, they should receive a leter from the VA informing them of their VA 
benefits within 30 days of this decision (124).  
Despite the promise that the IDES would improve the transition process (125), 
reports indicate that it is fraught with problems. A Government Accountability Ofice (GAO) 
analysis of the IDES pilot found that staf shortages threatened system-wide implementation 
(54). A folow-up study documented that wait times increased as the pilot progressed (126). 
The Recovering Wariors Task Force (RWTF), charged by Congress with overseeing the 
IDES, has published reports detailing problems with the system during the initial 4 years of 
implementation (2011-2014) and in 2014 it caled for a complete overhaul of the IDES (3). 
This recommendation was based, in part, on survey findings that the PEB phase took longer 
than expected for half of the service member respondents who transitioned under the IDES, 
and that only just over one-third (35%) rated the IDES as extremely or very helpful [11]. 
They also cited research indicating similar concerns about the MEB phase of the process 
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(127). The RWTF visited VA facilities and were consistently told of service members’ deep 
dissatisfaction with the IDES (3). 
Problems securing an adjudication may be particularly detrimental for PTSD patients. 
Despite the fact that the severity of symptoms may vary over the life-course of the ilness (7), 
one study found that the odds of impoverishment were significantly lower for veterans with 
PTSD who were receiving VA disability benefits compared to veterans with PTSD who were 
not receiving disability benefits (46). Another study demonstrated reductions in homelessness 
and clinicaly meaningful reductions in PTSD symptomology for individuals receiving VA 
benefits for PTSD compared to those that were not receiving benefits (44). In addition to a 
disability classification, family support is another factor that can help veterans with PTSD 
reintegrate into civilian life (128, 129).  
PTSD is among the ten most common disabilities for which veterans receive benefits, 
and the second most common benefit diagnosis for the Army, the largest service branch (16). 
The percent adjudicated for PTSD among al who medicaly separated from the Army 
increased from an average of 20% in the years 2008 to 2012 to 31% in 2013 (16). However, 
these numbers likely underestimate the issue. Research shows that several bariers exist for 
those who require a diagnosis, care or compensation for PTSD geting the help they need. 
These include stigma (130) and logistical problems such as not knowing where to seek care, 
or not having transportation to get to an appointment (20). Access to mental health care, in 
the form of a clinician or a lay-person trained to provide mental health services, can prevent 
chronic PTSD and improve the lives of veterans with PTSD (12-15, 131). Despite the 
growing magnitude of this issue, we are unaware of any research that investigates the 
experience of the IDES for service members diagnosed with PTSD. 
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Here we report on findings from a study to assess the transition experience under the 
IDES for those diagnosed with PTSD compared to those without a PTSD diagnosis. We used 
an established survey instrument (5) enhanced with new questions developed through a series 
of in-depth interviews with policymakers who work on military and veterans issues (123). By 
incorporating these questions into the survey, this study also aims to build on the interview 
findings and inform policy recommendations about priority topics identified by policymakers 
(123) with the ultimate goal of improving the IDES, particularly for PTSD patients. We 
hypothesized that compared to those without PTSD 1) those with PTSD would take longer to 
get through the IDES; 2) they would have a worse understanding of the process; 3) they 
would have poorer health; and 4) their satisfaction with the system would be lower. 
Methods: 
  We developed and fielded an electronic survey in July 2015 among a sample of 
veterans through a national Veterans’ Service Organization (VSO). The study population was 
limited to veterans who experienced the IDES. The sample was a stratified random sample 
drawing on the membership of the VSO, which was the best feasible option for procuring a 
suficiently sized sample. The VSO verifies the veteran status of its members and maintains 
an extensive email list. To be eligible for the survey, respondents had to be medicaly 
discharged with an atempt to procure disability status after January 2012 (IDES became 
fuly operational in October 2011). 
Study Sample: 
We partnered with the aforementioned VSO to identify a sample in which statisticaly 
significant diferences could be detected for the main variable of interest: PTSD diagnosis. 
We built the sample using the entire VSO database by first excluding those that separated 
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from the military prior to IDES implementation. Al of the VSO members were injured or 
became il as a result of their military service, and a high proportion had medicaly separated. 
We divided the group between those with a PTSD diagnosis and those without. Al those 
with a PTSD diagnosis who had separated after January 2012 were selected. We then used a 
random number generator to select 500 individuals in this group for the final sample, and 
repeated this proces for those without a PTSD diagnosis. 
Instrument Development: 
We began with the survey instrument used by the Dole-Shalala commission to evaluate 
the legacy system (5). First, we added questions to screen participants for inclusion criteria, 
as described below in the sampling section. We then added and removed questions based on 
the findings from interviews we conducted with policymakers (123) and our focus on PTSD. 
Our prior qualitative research revealed three domains not included in the Dole-Shalala survey 
that we incorporated into our final survey: 1) family involvement in the evaluation process; 
2) outcome measures related to how wel a veteran is functioning; and 3) feedback on 
how individual steps within the larger system are working (123). We added established 
items, including a life satisfaction question from the Behavioral Risk Factors Surveilance 
System (97) and a general health item from the Veterans Rand 12 Item Health Survey, 
sometimes refered to as the short form one (SF-1) question instrument (98), to colect this 
information. 
In addition, we added established measures from the military’s Defense Manpower 
System to colect demographic data such as housing status and ethnicity (6), to account for 
potentialy confounding variables and enhance our description of the final sample. We also 
added the four-question PTSD screen used by the military (97), which has also been used in 
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the literature to screen for PTSD (7). We added a pre-established question about curent 
diseases and injuries among veterans (8) to colect information on other ilnesses. We altered 
items from the Dole-Shalala instrument to deconstruct aspects of the evaluation process, as 
described elsewhere (116). Because we were interested in satisfaction, in keeping with 
established methodology to deconstruct parts of the patient experience to establish 
satisfaction domains (101), we altered items from the Dole-Shalala instrument so greater 
detail on facets of satisfaction could be colected, also described elsewhere (116).  
We distributed the completed instrument to five veterans who were familiar with the 
IDES. The revised survey was then pilot tested with 2 veterans who had direct experience 
with the IDES and we incorporated their feedback into the next iteration of the survey. We 
then input this version of the survey into Qualtrics (95) and nine individuals tested the online 
survey to ensure that the instrument and the associated demographic data uploaded corectly 
to the database. Al of these individuals were also familiar with the IDES.  
Measurements: 
We measured PTSD in two ways: 1) a PTSD diagnosis using the four-item screen for 
PTSD used by the military; and 2) previously colected self report information if the veteran 
had been adjudicated for PTSD. This later item was colected by the VSO when the veteran 
applied for membership in their organization. 
Potentialy confounding variables to be considered in our analysis included: gender, 
military rank (oficer vs. enlisted), duty status (active vs. enlisted), age, years of service, 
education level, percent disability, military branch, marital status, health status and housing 
status. The VSO already had information on age, years of service, military branch, and rank, 
and they loaded this information into the database before the survey was distributed. Marital 
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status, education level and housing status were identified using items from Miler et al [22]. 
These items are also used frequently by the military’s Defense Manpower Data System (6, 
99). Percent disability was established using an item from the survey on the legacy system 
conducted by Dole et al (5). 
Data Procurement: 
The 1,000 VSO members sampled received an email invitation to participate in the 
survey folowed by a weekly email reminding them to participate. Only those who had not 
completed the survey received the reminder emails. The survey link was unique, meaning 
only the person who received the email could use the link to fil out the survey and once the 
veteran had completed the survey, the link no longer worked. This eliminated the possibility 
that those who were not sampled could participate and it ensured that each participant could 
only participate once.  
Analysis: 
We conducted univariate analyses to obtain a distribution of demographic 
characteristics of the respondents and to assess whether the demographics of the sample fit 
expectations based on the sampling strategy. Univariate analyses were also conducted to 
obtain a distribution for each individual question.  
Then, the hypothesis that those with PTSD would have a worse experience in the 
IDES was tested through a bivariate analysis of the individual questions. A chi-squared odds 
ratio analysis with Fisher’s exact test was used to detect statistical diferences between those 
that had PTSD and those that did not. The survey questions can be broken down into four 
domains: understanding of the IDES process, satisfaction with the IDES process, length of 
time to complete the IDES proces, and curent health status. 
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In bivariate analyses we dichotomized the categories. When there were five options, 
we grouped the top three (positive) outcome categories together and the botom two 
(negative) outcomes categories together. We chose to dichotomize this way because we were 
most concerned with singling out dissatisfaction; by grouping the two variables that indicated 
dissatisfaction together, we were able to gain a clearer picture of this perception specificaly. 
This was important as parts of the IDES that are high dissatisfactory are the best place to 
focus resources for improvement and that translates into concrete policy recommendations. 
When there were three options we grouped the top two together and compared this with the 
botom option and when there were four options we dichotomized so that we compared the 
top two options with the botom two options. We also dichotomized age, length of service, 
and each stage of the IDES by dividing the sample in half so that there were roughly an equal 
number of participants in each group. 
We also conducted bivariate exploratory analyses to look at process satisfaction 
domains for women and Guard/Reservist sub-group diferences for PTSD vs. no-PTSD. We 
did not have a suficient sample size to conduct statistical analyses on these subgroups but, 
because the literature demonstrates that these subgroups experience PTSD or the evaluation 
system diferently (24-27, 40, 42), exploratory analysis was waranted. We also conducted 
subgroup analyses comparing those who screened positive for PTSD but did not self-identify 
as having PTSD with those who self-      identified as having PTSD. 
We then conducted bivariate regression on every potential confounding variable 
against key satisfaction, understanding, health outcome, and length variables so we could 
determine which variables should be included in multivariate regression models. Multivariate 
regression was then conducted to control for confounding variables. Those determined to be 
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significant in bivariate analysis and were controled for in regression analysis included: age, 
duty status, percent disability, and SF-1 score. 
Results 
The 1,000 VSO members identified through the sampling process received an email 
from the VSO inviting them to participate in a survey about the IDES. Fourteen of those 
emails were returned as undeliverable and no further atempt was made to reach them. 177 
people clicked on the link and began the survey. Of these, 80 met the study criteria. The 
remaining 97 screened out of the survey after answering the three screening questions. Four 
participants who met the inclusion criteria began the survey but did not complete the 
questions and were dropped from analysis. Similarly, there were aspects of the IDES process 
not al respondents experienced. For instance, only 51 participants had a Case Manager. 
Everyone who did not have a Case Manager, a PEBLO, or a physician’s exam was excluded 
from the analysis of questions on those topics. Univariate analysis demonstrated respondents 
were predominantly male (64%); and most were Army veterans (84%). 51% of respondents 
were under 40 years old. Respondents were mostly (72%) white. They were also 
overwhelmingly enlisted (86%). The majority (64%) had a high school or vocational school 
education. For the main variable of interest, PTSD, roughly half (58%) self identified as 
being adjudicated for PTSD. This demographic composition is similar to the military-wide 
demographic composition of those who became sick or injured as a result of their injuries 
in the wars in Iraq and Afghanistan (99). A ful demographic breakdown of the sample can 
be found in table 5.1. 
Table 5.1 also shows that respondents who met the inclusion criteria closely 
resembled the demographic breakdown of the sample and al respondents in most domains. 
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There were a couple of noted diferences: just 36% of the sample was female but the panel 
was 50% female and respondents (including those who were screened out of the survey) 
were older than those in the panel. 51% of the sample was below the age of 40, while 63% of 
the panel was below the age of 40. For characteristics where information was not available, 
the table indicates this. 
Table 5.1. Demographic Characteristics: Sample, Respondents, Respondents who met 
Inclusion Criteria 
 Respondents who met 
inclusion criteria 
Al respondents Sample 
Characteristic  number  %  number  %  number  % 
Gender        
Male  51  63.75  103  59.2  500  50  
Female  29  36.25  71  40.8  500  50  
         
Age        
39 years or below 41  51.25  93  53.45  630  62.94 
40 years or above 39  49.75  81  46.55  371  37.06 
         
Branch        
Army  67   83.75   141  83.43   809  80.82  
Air  Force  6   7.5   16  9.47   62  6.19  
Navy  3   3.75   4  2.37   67  6.69  
Marine  Corps   4   5   8  4.73   63  6.29  
         
Years of service       
Ten years or less 39  48.75  90  51.72  562  56.14 
11-20  years  21   26.25   41  23.56   255  25.47  
more than 20 years  20  25  43  24.71  184  18.38 
         
Rank        
Enlisted  70   87.5   153  87.93   908  90.71  
Oficer  10  12.5  21  12.07  93  9.29  
         
Race        
White  57  72.15  N/A N/A N/A N/A 
Black  19  24.05  N/A N/A N/A N/A 





2  2.53  N/A N/A N/A N/A 
         
Hispanic        
Yes  11  13.75  N/A N/A N/A N/A 
No  69  86.25  N/A N/A N/A N/A 
         
Education Level        
High School 10  12.5  N/A N/A N/A N/A 
Vocational School 41  51.25  N/A N/A N/A N/A 
Colege  23  28.75  N/A N/A N/A N/A 
Graduate School 6  7.5  N/A N/A N/A N/A 
         
Duty status at time 
of injury 
       
Mobilized Guard or 
Reserve 
35  43.75  N/A N/A N/A N/A 
Active Component  44  55  N/A N/A N/A N/A 
Don't know 1  1.25  N/A N/A N/A N/A 
         
Marital status        
Single  12  15  N/A N/A N/A N/A 
Living together, not 
maried 
7  8.75  N/A N/A N/A N/A 
Married  33  41.25  N/A N/A N/A N/A 
Separated/divorced/
widowed 
28  35  N/A N/A N/A N/A 
         
How majority of 
time is spent 
       
Going to school 11  13.92  N/A N/A N/A N/A 
Working  13  16.46  N/A N/A N/A N/A 
Rehabilitation  19  24.05  N/A N/A N/A N/A 
Laid of/looking for 
work 
8  10.13  N/A N/A N/A N/A 
Taking care of 
family 
15  18.99  N/A N/A N/A N/A 
Other  12  15.19  N/A N/A N/A N/A 
Don't know 1  1.27  N/A N/A N/A N/A 
         
Living situation        
Military housing 1  1.25  N/A N/A N/A N/A 
Civilian housing, 
own 
38  47.5  N/A N/A N/A N/A 
Civilian housing, 
rent 
25  31.25  N/A N/A N/A N/A 
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Living with friends 7  8.75  N/A N/A N/A N/A 
Other 8  10  N/A N/A N/A N/A 
Don't know 1  1.25  N/A N/A N/A N/A 
         
Ilness and Injury        
Knee injury 1  1.27  N/A N/A N/A N/A 
Traumatic arthritis 2  2.53  N/A N/A N/A N/A 
Hypertension  1  1.27  N/A N/A N/A N/A 
Diabetes  1  1.27  N/A N/A N/A N/A 
Major Depressive 
Disorder 
6  7.59  N/A N/A N/A N/A 
Substance Abuse 
Disorder 
1  1.27  N/A N/A N/A N/A 
Other medical 
condition 
21  26.58  N/A N/A N/A N/A 
PTSD  46  58.23   95  54.6   499  49.9  
         
Comorbid 
ilness/injury with 
       
Yes PTSD 42  52.5  N/A N/A N/A N/A 
No PTSD 33  97  N/A N/A N/A N/A 
         
Total 80    177   986   
 
Satisfaction Domains 
In chi-squared analyses comparing the satisfaction domains, we found that, overal 
those with PTSD were less satisfied with the IDES (tables 5.2 and 5.3), and the diference 
between the groups was statisticaly significant. When asked to compare how long the VA 
portion of the IDES process would take compared to how long it actualy took, 72% of those 
with PTSD reported longer than expected times compared to 43% of those without PTSD. 
The inclusion of family in the process was also a problem for those with PTSD: 26% of those 
with PTSD indicated their family was invited into the process compared to 53% of those 
without PTSD. On the issue of how they were treated during the process, 29% of participants 
with PTSD reported they were not treated with respect by clinical staf compared to 4% of 
those without PTSD. Finaly, 25% of those with PTSD ranked al of the satisfaction domains 
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in one of the two most dissatisfied categories compared to no one without PTSD. Similarly, 
11% of those with PTSD ranked the PEB in the two dissatisfied categories for al domains 
for the PEB compared to no one without PTSD. The remaining items further suggest that 
those with PTSD are less satisfied than those without PTSD but, the results were not 
statisticaly significant. 
When looking at satisfaction with those assigned to help with the IDES process, our 
results show that those with PTSD had a worse experience (table 5.3). Just 43% of those with 
PTSD felt that their Case Manager kept them informed about their case compared with 74% 
of those without PTSD. Finaly, 50% of those with PTSD felt their Case Manager listened to 
them carefuly compared to 84% of those without PTSD. Also worth noting is that those with 
PTSD rated the Case Managers worse in every category than those without PTSD. 
Subgroup analysis demonstrated that within the subgroup of women and 
Reserve/National Guard veterans, those with PTSD were similarly dissatisfied. However, due 
to limited sample size the results were not statisticaly significant. Tables with results of this 
analysis are available in Appendix G, tables 7.11-7.12. 
Table 5.2. Satisfaction with Process 
Question no PTSD PTSD total p-value 
 number   %  number   %  number   %   
MEB process       
I was kept informed of the status of my evaluation by the MEB   
Disagree  9   28.13   23   52.27   32   42.11   
Agree  23   71.88   21   47.73   44   57.89   
        0.059 
How easy was it for you to get medical records needed for your disability evaluation as part of the MEB?  
Difficult  10   31.25   21   50.00   31   41.89   
Easy  22   68.75   21   50.00   43   58.11   
        0.154 
Compared to what you expected, do you think the MEB process was…  
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Longer or about what I 
expected 
16   53.33   24   60.00   40   57.14   
Shorter  14   46.67   16   40.00   30   42.86   
        0.631 
The MEB process was fair      
Disagree  9   29.03   20   48.78   29   40.28   
Agree  22   70.97   21   51.22   43   59.72   
        0.145 
The final MEB determination was fair     
Disagree  11   34.38   21   51.22   32   43.84   
Agree  21   65.63   20   48.78   41   56.16   
        0.164 
PEB process        
I was kept informed of the status of my evaluation by the PEB   
Disagree  7   21.88   17   41.46   24   32.88   
Agree  25   78.13   24   58.54   49   67.12   
        0.077 
How easy was it for you to get medical records needed for your disability evaluation as part of the PEB?  
Easy  10   31.25   16   41.03   26   36.62   
Difficult  22   68.75   23   58.97   45   63.38   
        0.395 
Compared to what you expected, do you think the PEB process was …  
Longer  13   46.43   21   58.33   34   53.13   
About what I expected 
or Shorter 
15   53.57   15   41.67   30   46.88   
        0.344 
The PEB process was fair.      
Agree  8   25.81   17   44.74   25   36.23   
Disagree  23   74.19   21   55.26   44   63.77   
        0.436 
The final PEB determination was fair     
Agree  11   35.48   17   44.74   28   40.58   
Disagree  20   64.52   21   55.26   41   59.42   
        0.436 
VA Claims Process       
The VA kept me informed about the status of my claim    
Disagree  15   48.39   24   70.59   39   60.00   
Agree  16   51.61   10   29.41   26   40.00   
        0.068 
Compared to what you expected, do you think the VA claims process was…  
Longer or about what I 
expected 
10   43.48   21   72.41   31   59.62   
Shorter  13   56.52   8   27.59   21   40.38   
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        0.035*  
The VA claims process was fair      
Agree  16   57.14   19   59.38   35   58.33   
Disagree  12   42.86   13   40.63   25   41.67   
        0.861 
The final VA determination was fair      
Agree  17   60.71   15   48.39   32   54.24   
Disagree  11   39.29   16   51.61   27   45.76   
        0.343 
Was the VA rating you received..      
Lower  17   70.83   27   90.00   44   81.48   
About what you 
expected or higher 
7   29.17   3   10.00   10   18.52   
        0.072 
        
Family Support       
My family was included in the disability evaluation process   
Agree  17   53.13   10   25.64   27   38.03   
Disagree  15   46.88   29   74.36   44   61.97   
        0.027*  
        
Clinician Visit       
 I was taken to the exam room in a reasonable time    
Disagree 0  -   4  12.12  4  7.14  
Agree 23  100.00  29  87.88  52  92.86  
        0.136 
I was treated by the clinician with dignity and respect    
Disagree 1  4.35  10  29.41  11   
Agree  22   95.65   24   70.59   46     
        0.037*  
The clinician listened to me      
Disagree  5   21.74   15   44.12   20   35.09   
Agree  18   78.26   19   55.88   37   64.91   
        0.098 
The staf at the doctors ofice was helpful     
Disagree 0  -   3  7.14  3  5.26  
Agree 15  100.00  39  92.86  54  94.74  




Table 5.3. Satisfaction with Assistance with the Process 
Question no PTSD PTSD total p-value 
 number   %  number   %  number   %   
PEBLO        
 Did your PEBLO keep you informed about your case?      
No  14   56.00   12   31.58   26   41.27   
Yes  11   44.00   26   68.42   37   58.73   
        0.07 
Treat you with courtesy and respect?       
No  6   24.00   7   18.92   13   20.97   
Yes  19   76.00   30   81.08   49   79.03   
        0.753 
Help you as much as you thought he/she should?     
No  10   41.67   12   31.58   22   35.48   
Yes  14   58.33   26   68.42   40   64.52   
        0.43 
Listen carefuly to you?        
No  11   44.00   11   29.73   22   35.48   
Yes  14   56.00   26   70.27   40   64.52   
        0.288 
Compile al the materials you needed for your case to move forward with the disability evaluation process? 
No  14   56.00   16   47.06   30   50.85   
Yes  11   44.00   18   52.94   29   49.15   
        0.601 
        
Case Manager        
Did your case manager keep you informed about your case?    
No  5   26.32   17   56.67   22   44.90   
Yes  14   73.68   13   43.33   27   55.10   
        0.045*  
Treat you with courtesy and respect?       
No  2   10.00   10   32.26   12   23.53   
Yes  18   90.00   21   67.74   39   76.47   
        0.067 
Help you as much as you thought he/she should?     
No  5   26.32   16   53.33   21   42.86   
Yes  14   73.68   14   46.67   28   57.14   
        0.081 
Listen carefuly to you?        
No  3   15.79   15   50.00   18   36.73   
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Yes  16   84.21   15   50.00   31   63.27   
        0.018*  
Compile al the materials you needed for your case to move forward with the disability evaluation process? 
No  5   27.78   16   59.26   21   46.67   
Yes  13   72.22   11   40.74   24   53.33   
        0.066 
Coordinate with your PEBLO to ensure that your case moved smoothly?  
No  6   35.29   15   51.72   21   45.65   
Yes  11   64.71   14   48.28   25   54.35   
        0.363 
 
Understanding Domains 
 Although not statisticaly significant, we found that 58% of those with PTSD 
indicated that they did not understand the PEB process, compared to 38% of those without 
PTSD. 
Table 5.4. Understanding of the Process 
Question no PTSD PTSD total p-value 
MEB        
How wel did you/do you understand the MEB process?    
Didn't understand 12  37.50  25  58.14  37  49.33  
Understand  20   62.50   18   41.86   38   50.67   
        0.103 
PEB        
How wel did you/do you understand the PEB process?    
Didn't understand 16  53.33  25  59.52  41  56.94  
Understand  14   46.67   17   40.48   31   43.06   
        0.636 
VA Claim        
How wel did you/do you understand the VA Claims process?    
Didn't understand 21  91.30  21  80.77  42  85.71  
Understand 2  8.70  5  19.23  7  14.29  
        0.424 
Clinician visit       
The clinician explained things to me in a way I could understand    
Disagree  1   16.67   7   41.18   8   34.78   
Agree  5   83.33   10   58.82   15   65.22   
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        0.379 
Assistance        
Did you PEBLO explain the outcome at each stage of the process?    
No  11   44.00   11   30.56   22   36.07   
Yes  14   56.00   25   69.44   39   63.93   
        0.416 
Did your case manager answer any questions you had about the process?   
No  9   47.37   21   70.00   30   61.22   
Yes  10   52.63   9   30.00   19   38.78   
        0.141 
Did your case manager explain things in way that was easy to understand?   
No  4   20.00   13   43.33   17   34.00   
Yes  16   80.00   17   56.67   33   66.00   
        0.129 
 
Outcome Domains 
The outcome domains demonstrate with statistical significance that those with PTSD 
are struggling more now that they are civilians (table 5.5). 58% of respondents with PTSD 
are dissatisfied with life compared to 32% of those without PTSD. We also found that those 
with PTSD felt that their general health was worse: 75% of the sample with PTSD rated their 
health as poor or fair compared to 53% of those without PTSD, however this result was not 
significant. Respondents with PTSD were also more likely to be going to rehabilitation 
whereas respondents without PTSD were more likely to be atending school or going to a job. 
Table 5.5. Outcome Domains 
Question no PTSD PTSD total p-value  
 number   %  number  %  number   %     
In general, how satisfied are you with your health?      
Dissatisfied  11   32.35  23  57.5  34   45.95     
Satisfied  23   67.65  17  42.5  40   54.05     
        0.037*   
In general, would you say your health is…       
Poor-Fair  18   52.94  30  75  48   64.86     
Good-Very  good   16   47.06  10  25  26   35.14     
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        0.055  
          
What would you say best describes what you have being doing for the majority of your time over the past month? 
 Have you been… 
Don't know 1  2.94  0  -   1  1.25   
Going to school 6  17.65  5  10.87  11  13.75   
Working  7   20.59   6   13.04   13   16.25     
Rehabilitation 3  8.82  16  34.78  19  23.75   
Laid of/looking for 5  14.71  3  6.52  8  10.00   
Taking care of family 7  20.59  8  17.39  15  18.75   
Other  5   14.71   7   15.22   12   15.00     
Missing 0  -   1  2.17  1  1.25   
 
Length of Process Domains 
It also took longer for those with PTSD to receive a determination from the VA and 
to complete the PEB processes within IDES (76% and 65%, respectively) compared to 50% 
and 32% respectively of those without PTSD. However, it should be noted that a large 
portion of respondents (17%) did not know how long it took for them to complete these 
processes. These individuals were not included in the chi-squared analysis but they are noted 
in table 5.6. 
Table 5.6. Length of Process 
Phase No PTSD PTSD total p-value 
MEB   number   %  number   %  number   %   
35 weeks or less 18  37.50  18  32.73  36  34.95  
36 weeks or more 16  33.33  28  50.91  44  42.72  
Don't know 11  22.92  6  10.91  17  16.50  
Missing  3   6.25   3   5.45   6   5.83   
        0.26 
PEB         
5 weeks or less 23  41.07  16  25.40  39  32.77  
6 weeks or more 11  19.64  30  47.62  41  34.45  
Don't know 22  39.29  14  22.22  36  30.25  
Missing 0  -   3  4.76  3  2.52  
        0.006*  
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VA Claims         
12 weeks or less 17  29.31  11  15.49  28  21.71  
13 weeks or more 17  29.31  35  49.30  52  40.31  
Don't know 15  25.86  9  12.68  24  18.60  
Missing  9   15.52   16   22.54   25   19.38   
        0.019*  
 
For each of these dichotomized domains (satisfaction with process and assistance 
with the process, understanding of the system, length of time to complete the process and 
outcomes), tables with non-dichotomized descriptions of the results are available in 
Appendix G, tables 7.1-7.4. This also includes the number of people who did not know the 
answer to the question and missing data. 
Confounding Variables 
We conducted bivariate analyses on potential confounding variables to determine 
what variables should be included in multivariate regression. This analysis revealed that age, 
percent disability, health status, duty status, and self-perceived health status were potentialy 
significant confounding variables. However, no significant results were detected in regression 
analyses. Tables with ful details of the results of this bivariate analysis are available in 
Appendix G, tables 7.5-7.10.  
Sensitivity Analysis 
We conducted sensitivity analysis (dichotomizing the answer choices with the top 
two vs. the botom three and comparing outcomes) that revealed a large number of 
participants who fel into the neutral category when there were five options. This was true for 
both those with PTSD and those without PTSD, meaning that both groups changed at 
roughly the same rate proportionaly. For instance, when asked to respond to the question 
“How easy was it for you to get medical records needed for your disability evaluation as 
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part of the PEB?” for both the PTSD and no PTSD group, 17% of the participants changed 
from the “agree” group to the “disagree group” (or vise versa) based on the change in the 
dichotomization. A table with the ful sensitivity analysis is available in Appendix G, table 
7.11. 
PTSD measures 
We compared those that screened positive for PTSD to those who self-identified as 
having been adjudicated for PTSD (table 5.7). We found that while only 42% of the sample 
self-identified as being adjudicated for PTSD, 81% of 74 participants who completed al four 
questions of the PTSD screen screened positive for PTSD. Interestingly, of those who self-
identified as having been adjudicated for PTSD just 35% were male while of those who 
screened positive, 63% were male. Just two individuals self-identified as positive for PTSD 
but screened negative compared to 22 individuals who screened positive but self identified as 
negative. Interestingly, those who screened positive but self-identified at not having PTSD 
had greater satisfaction with the IDES. They found the process and determinations to be fair 
at a higher rate and they found the MEB, PEB, and VA claims process to be shorter than 
expected at a higher rate than those who self-identified as having PTSD. Also worth noting is 
that 55% felt their family was included in the process compared to just over 25% of those 
who self-identified as having PTSD.  
Table 5.7. Comparing Positive PTSD Screen to Self-Identified as Adjudicated for PTSD 
Score Positive Vs. Self-Identification   
Self ID PTSD score negative  score  positive   Total  
No  12  22   34  
Yes  2  38   40  
      
Total  14  60   74  
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Demographic Characteristics self-ID PTSD PTSD screen 
 number  %  number  %  
Gender      
Female  16  65.22   22  36.67  
Male  30  34.78   38  63.33  
Race      
White  34  75.56   44  74.58  
Black  9  20  13  22.03  
Asian  0  0  1  1.69  
Native American/Pacific Islander 2 4.44 1 1.69 
Branch      
Army  38  82.61   49  81.67  
Air Force 3 6.52 6 10 
Navy  1  2.17  3  5  
Marine Corps 4 8.7 2 3.33 
Rank      
Enlisted  41  89.13   53  88.33  
Oficer  5  10.87   7  11.67  
Duty Status      
Active  duty  22  49  31  47.45  
Reserve  23  51.00   28  52.54  
Age      
Ten years or less 14  30.43 19  31.67 
11-20  years  17  36.96  21  35  
More than 20 years 15  32.61 20  33.33 
Years in the Military      
Ten years or less 20  43.48 27 45 
11-20  years  15  32.61  18  30  
More than 20 years 11  23.91 15 25 
   
Diferences in responses to key satisfaction items      
 Self-ID PTSD  Positive PTSD screen, no Self-
ID PTSD 
MEB  number  %  number  %  
Compared to what you expected, do 
you think the MEB process was… 
24   60.00   9   47.37  
Longer  16   40.00   10   52.63  
Shorter       
      
The MEB process was fair    
Disagree  20   48.78   5   23.81  
Agree  21   51.22   16   76.19  
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The final MEB determination was fair    
Disagree  21   51.22   8   36.36  
Agree  20   48.78   14   63.64  
      
PEB       
Compared to what you expected, do you think the PEB process was… 
Longer  21   58.33   8   42.11  
Shorter  15   41.67   11   57.89  
      
The PEB process was fair    
Disagree  17   44.74   5   23.81  
Agree  21   55.26   16   76.19  
      
The final PEB determination was fair    
Disagree  17   44.74   8   36.36  
Agree  21   55.26   14   63.64  
      
VA Claims Process      
      
Compared to what you expected, do you think the VA claims process was… 
Longer  21   72.41  7  50  
Shorter  8   27.59  7  50  
      
The VA claims process was fair    
Disagree  19   59.38   10   58.82  
Agree  13   40.63   7   41.18  
      
The final VA determination was fair    
Disagree  15   48.39   11   64.71  
Agree  16   51.61   6   35.29  
      
Compared to what you expected was your rating…   
Lower  27   90.00   4   28.57  
About the percentage you expected or 
higher 
3   10.00   10   71.43  
      
Family Support      
My family was included in the Disability Evaluation Process  
Disagree  29   74.36   9   45.00  





This study demonstrates that, among the respondents to this survey, those with PTSD 
report more chalenges with the IDES than those without PTSD, and suggests they continue 
to struggle as they reintegrate into civilian life. Overall life satisfaction and self-perceived 
health status measures were both worse in respondents with PTSD. Furthermore, those with 
PTSD were more likely to be going to rehabilitation as opposed to working or going to 
school. Satisfaction with the IDES process overal was lower for respondents with PTSD and 
they reported more problems with specific components of the system such as Case Workers. 
Finaly, it also those with PTSD reported that it took longer to complete the PEB phase and 
the VA claims process. This result is also true for those in the subcategories (women and 
guard/reservists) we investigated, although not statisticaly significant. These results were 
expected as those with PTSD typicaly indicate they have low satisfaction with aspects of life 
and perceive their health as being poor (29, 132). 
Especialy concerning was that respondents with PTSD indicated that their families 
were not included in the disability evaluation process more often than those without PTSD 
(25% vs. 53% respectively). For both groups these results difer from the Dole-Shalala 
survey: fewer service members indicated that their family was invited into the process than 
what was found in that study. They found that 60% were satisfied with how their family was 
included in the process (5). However, in the Dole-Shalala survey they were asking about 
family involvement over the entire course of injury or ilness and not just the disability 
evaluation phase. 
It should be noted that those with PTSD often struggle with personal relationships 
(29) so this may contribute our findings but, family support can be vital to PTSD patients 
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successfuly transitioning out of the military because it is one of the strongest recovery 
factors for PTSD (128, 129). By involving family in the process, the IDES can foster this 
important relationship for service members. Furthermore, policymakers indicated specific 
concern with this issue (123). This survey result suggests a need to more frequently involve 
family members of those with PTSD in the IDES. 
The results also show that Case Workers are a particular piece of the process that 
could use improvement. Respondents with PTSD are less satisfied with Case Workers 
compared to respondents without PTSD: 57% of respondents with PTSD indicated that their 
Case Manager did not keep them informed of their case compared to just 26% of those 
without PTSD. Also, 50% of respondents with PTSD reported their Case Manager did not 
listen carefuly to them compared to just 16% of respondents without PTSD. Additionaly, 
while not statisticaly significant, respondents with PTSD reported that Case Workers did not 
help them to understand the IDES: 70% of respondents with PTSD indicated that their Case 
Manager did not answer questions about the IDES process compared to just 47% of those 
without PTSD. This is particularly concerning because the main function of a Case Worker is 
to help the separating service member understand the IDES. Policymakers expressed an 
interest in how Case Workers were functioning within the system (123). 
Those with PTSD also reported that the system takes longer for them: we found that 
49% of respondents with PTSD report taking 13 weeks or longer to secure a VA claim 
compared to just 29% of those without PTSD. It should be noted that for both groups, these 
wait times are an improvement over what the Dole-Shalala commission found for the legacy 
system (5). For the PEB it took 48% of respondents with PTSD 6 weeks or more to complete 
the process compared to 20% of respondents without PTSD. This means that the respondents 
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with PTSD were living without VA benefits for longer than those without PTSD. This is 
particularly concerning as disability benefits have a demonstrated impact on improving the 
lives of those with PTSD (44, 46) and languishing in the system can be frustrating and 
detrimental to the health of those with PTSD (5). Previous research shows that policymakers 
are concerned with this portion of the process (116). 
Another specific area of concern that our results demonstrate is that while just 58% of 
our respondents self-identified as having been adjudicated for PTSD, 81% of those who 
completed the military’s four question PTSD screen were positive. While this result is 
interesting and potentialy meaningful from a policy perspective, it should be noted that 
PTSD symptoms vary in terms of severity over the life-course of the ilness (7) and the four-
question screen used in this study is not the gold standard for assessing PTSD and is a highly 
sensitive screening tool. Despite these caveats, however, the magnitude of the diference is 
stil concerning as it suggests that the system is potentialy either missing these individuals or 
they are not receiving a PTSD adjudication for some other reason. The literature 
demonstrates that stigma around mental ilness is one potential reason that these individuals 
were not adjudicated for PTSD (130). However, it has also been demonstrated that logistical 
problems can also be a barier to diagnoses or treatment for PTSD (20) meaning there are 
potentialy systematic problems with the IDES that are causing those with PTSD to be 
missed in the adjudication process. This result is particularly troubling as disability benefits 
can greatly improve the lives of those with PTSD [15, 16]. More research is waranted to 
fuly explore this result. 
We also found that there was a high incidence of comorbid ilness among those with 
PTSD. 52% of those with PTSD also had a comorbid ilness for which they were also 
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receiving disability payments. While this does indicate that those with PTSD may be sicker 
overal, and this contributes to their experience of the IDES, nearly half of the sample did not 
have a comorbid ilness or injury, especialy compared to those without PTSD. Of those 
without PTSD, 97% of the sample had a comorbid ilness or injury. We did not have a 
suficient sample size to conduct further analysis on those who just had PTSD but, it would 
be a useful avenue of research.  
 
Policy Recommendations 
This survey was designed to be responsive to the needs of policymakers. As such, we 
colected information on specific portions of the IDES process to inform policy questions. 
Policymakers are concerned about how wel family is being integrated into the process, how 
those with PTSD are faring post-IDES, and how specific components of the process are 
working (116). Based on the findings, we ofer the folowing recommendations: 
1. Require Case Managers and PEBLOs to formaly invite family members to 
atend meetings and colect family members’ contact information so they can 
be invited to future meetings. 
2. Fund and provide logistical support for additional mental health training for 
Case Workers so they can work more efectively with those with PTSD and 
potentialy refer service members who have PTSD but are not in treatment. 
Training lay-persons to work with PTSD patients has worked in other setings 
(131). 
3. Fund DoD claims specialists, who are already trained, to work for the VA until 
the IDES backlog is reduced or eliminated. Since it takes time and resources to 
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train VA claims specialists (16), this wil provide an immediate solution to this 
problem.  
Strengths and Limitations 
The major limitation in this study was the response rate. While every efort was made 
to draw a stratified random sample, there is stil potential for response bias as a result of the 
low response rate. We drew the sample from a VSO. VSO-afiliated veterans are already 
more likely to be involved in the veterans’ community and advocacy on behalf of veterans, 
and therefore do not reflect the general veterans population (8). This also impacts response 
bias because the people who responded may potentialy be involved with an advocacy 
organization because they had a bad transition experience. We were also unable to compare 
the demographic data on those with PTSD in our sample to those in the larger IDES system 
who have PTSD because there is a noted absence of this in information in the literature (133). 
To address this and minimize selection bias, we drew a random sample of those with PTSD 
from the available panel. Finaly, we were also limited in the analyses we could conduct 
because of the small sample size. 
Despite the limitations of our respondents, the demographic composition of 
respondents closely reflected those who became sick or injured as a result of their service 
(99). The survey instrument was also built by combining, and slightly altering, validated 
instruments. Importantly, this study produced unique results. We are unaware of any 
literature investigating PTSD specificaly for veterans who have experienced the IDES. This 




While the size of our sample was smal, it did produce meaningful results. Further 
research with this survey instrument on a larger sample with a higher response rate has the 
potential to provide even more insight. Policymakers are aware of, and interested in, this 
research (123) so building on what has already been done in this study is waranted. 
Furthermore, a larger sample size would alow for further analysis of the two subgroups 
investigated here: women and Guard/Reservists. These two groups potentialy wil need more 
focus from policymakers so additional information about their experience would inform such 
eforts. Finaly, it is clear that more research is needed about why certain individuals are not 
being adjudicated for PTSD when they test positive for the disorder.  
Conclusion 
This study clearly demonstrates that those with PTSD report more chalenges with 
the IDES and continue to struggle once they leave the military as compared to those without 
PTSD. This is a large and important subgroup and this study provides policy options to 





I chose to center this dissertation on the IDES because it is a critical public health 
policy that impacts thousands of United States service members as they transition out of 
the military and back into civilian life. Every single service member who medicaly 
transitions out of the military wil go through the IDES. As we draw down troops with 
the end of the wars in Iraq and Afghanistan, this number is only going to grow. This 
dissertation provides an in-depth case study of the IDES. It is grounded in a conceptual 
model that reflects the policy cycle (figure 1.1, page 2). By approaching research on the 
IDES through the lens of the policy cycle, I sought to inform the literature about 
strategies to address a commonly noted divide between public health researchers and 
policymakers (62, 70), and in this way provide insight on how to close this gap. The three 
manuscripts that comprise the main content of the dissertation examine the IDES at distinct 
stages of the policy cycle. Through this approach, the dissertation iluminates the distinct 
portions of the cycle, informs researchers’ understanding of the policy process, and identifies 
a role for them in this process.  
The three aims that guided this dissertation were: 
Study aim 1: With the assistance of the political science literature, identify and understand 
the political factors that influenced legislative support for the IDES. 
 
Study aim 2: Apply CBPR principles to the IDES case to provide a model for beter 
integrating research into congressional health policy formulation and, in doing so, inform 
development of a survey to evaluate the IDES experience that was relevant to congressional 
policymakers.   
 
Study aim 3: Conduct a survey to evaluate the experience of the IDES process for veterans 
with PTSD compared to veterans without PTSD, based on previous research and the 




  The goal of this Discussion chapter is to reflect on what was learned through each 
study aim and synthesize those findings across manuscripts. Through this process I wil 
also develop policy recommendations and comment on the next steps for future research 
on this issue. 
 
Manuscript 1  
Aim 1 focused on the development phase of the policy cycle. I relied on lessons from 
the political science literature to beter understand why the IDES received legislative support 
when so many other health policies have failed, and how this case could inform other public 
health policy eforts. Our political system is generaly regarded as gridlocked and needlessly 
bureaucratic, but the IDES is an example of a policy that succeeded in garnering support 
despite these chalenges. 
I relied on key-informant interviews, document review, and media analysis to 
understand this case. Evidence from this research demonstrated that the Washington Post 
coverage of the deplorable conditions at Walter Reed Army Medical Center (9) created, in 
the words of John Kingdon, a “window of opportunity” (67). The Walter Reed scandal 
catalyzed the need for changes to the disability evaluation system. But timing alone was not 
suficient; it also required an appropriate legislative vehicle. As political scientists Adler and 
Wilkerson point out, the majority of legislative atention is focused on passing authorizing 
legislation (68). This lesson clearly also applies to the IDES. Interview data from this 
dissertation reveal that those involved with the IDES recognized the opportunity of the 
National Defense Authorization Act (NDAA) as “must pass legislation” and chose to atach 
the pilot authority for IDES to it and thus ensure its passage. Finaly, the social perception of 
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veterans also aided in the legislative support for the IDES. Veterans fal into the 
“advantaged” group, as described by Schneider and Ingram (4). Politicians did not want to be 
perceived as ignoring the problems of this advantaged group and thus are amenable to 
passing legislation to help them. This is especialy true when there is negative atention 
associated with policies impacting this group, as was the case with the Walter Reed scandal. 
The political science literature supported several lessons learned from this case: 1) 
Timing is vital. Public health researchers must be prepared with policy solutions to problems 
in order to take advantage of windows of opportunity. In this case, there had been eforts to 
improve the disability system prior to the IDES but they had not been successful. Those 
familiar with the problem recognized the Walter Reed scandal as a “window of opportunity” 
and took advantage of it. 2) Public health researchers should understand the authorization 
process, and use it to their advantage. The results from Manuscript 1 of this dissertation 
indicate that those familiar with the system recognized that the NDAA is legislation that 
passes every year and so they chose to utilize it to advance the IDES as opposed to 
atempting to pass stand alone legislation. 3) Public health researchers should capitalize on 
“advantaged” social construction when possible. In this case, veterans are an important group 
that is positively socialy constructed and has the advantage of a powerful and wel-organized 
lobby in Washington DC. This makes them important politicaly. Unfortunately, this is not 
always the case with populations of interest for public health researchers. If the population of 
interest to the researcher does not fal into an advantaged category, they should work with 
interest groups to improve the social construction of the group they seek to assist. By 
utilizing these lessons, public health researchers can help close the gap between research 
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In manuscript two of this dissertation I endeavored to go one step further than in the 
first manuscript: I went beyond understanding how public health researchers may use lessons 
from the political science literature to advance policy, and sought to discover if it was 
possible, and how, to colaborate with policymakers to produce research that is responsive to 
their needs. I also was interested to learn if engaging directly with policymakers aided in the 
understanding of the political context surounding a public health issue, as this knowledge 
could also help to advance research. To accomplish this, I used a CPBR framework and I was 
guided by the seven CBPR principles discussed in the Introduction of this dissertation (90). 
This manuscript focused on the assurance phase of the policy cycle. 
I demonstrate in the second manuscript that policymakers are not only wiling to 
participate in the formative stages of research, but that they welcomed the opportunity to do 
so and, in this case, provided thoughtful and extensive input. Furthermore, they were able to 
give concrete recommendations for research: they indicated that they would like research that 
explores the specific stages of the IDES, the role of family in the IDES and how wel those 
with PTSD are integrating back into civilian life. I integrated these recommendations into the 
third manuscript of this dissertation. This wilingness to participate may be understood in 
terms of policymakers’ perceptions of academia. Interviewes described researchers in 
general and academia in particular as “credible,” unbiased sources of information, and 
welcomed input from academia into the policymaking conversation. Several interviewees 
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even expressed a desire for more access to academia than they curently have. These same 
participants noted that they curently do not have access to academia. However, participants 
stressed that research findings should be conveyed in a concise, concrete format that can be 
understood quickly and easily, and to not rely on a journal format to do this. Interviewees 
consistently described journal articles as too detailed and confusing and cited a lack of 
training to be able to understand them. The consensus among interviewees was that access to 
more academic research would benefit the policymaking process. It was also clear that in 
order to do this, researchers have to recognize the entire community as a unit of identity and 
make sure to speak with people external to Congress and from both political parties. This was 
a vital step in navigating the political context around the issue. It was also clear that for direct 
engagement with policymakers to produce policy changes, a researcher must make a long-
term commitment to the colaboration. 
Applying the CPBR framework to the policymaking community provides a viable 
avenue for researchers to engage with the policymaking process. The results of this study 
show that there is clearly space for researchers in the congressional policymaking process 
that is curently not being filed. Researchers have a unique opportunity, and perhaps even 
a responsibility, to engage in research in a way that can inform policymaking. The long-
term relationships established through the CBPR approach can facilitate such 
dissemination eforts (80). 
Manuscript three 
  Manuscript three, which incorporated the assurance and the assessment phases of the 
policy cycle, built on manuscript two by incorporating the feedback from interviewees into a 
survey fielded with veterans. The survey included a sample of veterans with PTSD and a 
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sample of veterans without PTSD. The main goal of this manuscript was to conduct 
formative research concerning the experiences with the IDES among veterans with PTSD 
compared to those without PTSD. Three aspects of the IDES experience that policymakers 
provided input on, which were incorporated into the survey, include: 1) having detailed 
information about each phase of the process; 2) knowing whether families’ were invited into 
the IDES process so that they could support a transitioning service member beter; and 3) 
understanding how veterans diagnosed with PTSD who have been through IDES are fairing 
as civilians. 
  This study focused on exploring if those with PTSD had a worse experience in four 
study domains: 1) level of satisfaction with the IDES and those assigned to help them 
navigate the IDES; 2) understanding of the IDES process; 3) length of time to complete the 
diferent stages of the IDES; and 4) how those with PTSD are adjusting to civilian life post-
IDES. In three of the four domains, respondents with PTSD had a statisticaly significantly 
worse experience than those without PTSD. The only domain where there was not a 
statisticaly significant diference was the understanding domain. In particular, Case 
Managers rated worse for those with PTSD in the sample. They also were less informed in 
the Medical Evaluation Board (MEB) process than those without PTSD. Those with PTSD 
also indicated that their families were not invited into the process at the same rate as those 
without PTSD. Finaly, my survey included the four-question screening tool to assess if 
participants had PTSD. A large portion of the sample screened positive for PTSD but did not 
self-identify as having been adjudicated for PTSD. This potentialy means they were either 
unaware that they had PTSD or they are not receiving disability benefits for their condition. 
This is concerning as it indicates that some individuals who have PTSD are likely missed by 
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the system. This is particularly troublesome because the long-term impacts of PTSD for those 
who do not receive care can be devastating for service members, their families, and their 
communities (29, 30, 33, 34).  
Synthesizing the results 
Through a case-study approach, we were able to highlight each stage of the policy 
cycle in the context of IDES – a significant veterans’ health policy initiative with 
implications for veterans’ health and welness. The findings from this work wil add to 
the curent literature about how researchers can efectively engage in the policy process 
to improve the public’s health. For example, manuscript 3 (the assessment phase) 
highlighted possible diferences in the IDES experience between those with PTSD and 
those without PTSD and informed policy recommendations, which I and other 
researchers can use to engage with policymakers in the development phase of the process. 
Manuscript 1 identifies how researchers might engage in the policy development phase 
by applying lessons from political science to the IDES case. As detailed in manuscript 2, 
the relationships I established by using a CBPR framework helped to establish me as a 
resource on IDES and veterans health within the policymaking community (60). As such, 
I have begun a relationship in which I am an academic with expertise in the IDES, a 
position that wil help me engage in both the policymaking phase of the cycle and the 
implementation aspect of the assurance phase of the cycle. Together these stages create a 
holistic picture of the policymaking process, providing the context needed to beter 
understand an issue and how it can be advanced through the policy process, how we can 
more effectively work with policymakers at the formative stages of research, and how to 
execute that research. 
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Bringing the three manuscripts together into one cohesive document demonstrates 
the perspective that is gained by looking at health policy in the context of the policy 
cycle. This has implications for the way that we conduct research and leads to several 
policy recommendations. 
Policy Recommendations 
Recommendations to Bridge the Researcher-Policymaker Divide: 
Manuscript two demonstrated that academia holds a special position among 
policymakers. Interviewees for this case study described how having academic research 
helped to politicaly bolster their position and how research from a reputable academic 
organization was perceived as more “credible” and less biased than other sources of 
research such as what they received from VSOs and governmental agencies. Researchers 
have an opportunity, and perhaps even a responsibility, to engage with policymakers to 
advance the public’s health. To facilitate this process, such exchanges should be 
institutionalized. Academic institutions should provide support for public health 
researchers to engage in the political system and become part of policymaking 
communities (60). Toward this end, academic institutions could grant faculty the 
flexibility to spend time in Washington, D.C. or state capitals to establish the 
relationships needed to integrate into these communities, and encourage such practices. 
Most academic institutions have a congressional afairs ofice. Staf in this ofice can be 
responsible for learning about the research being conducted internaly and helping 
researchers engage with the policymaking process. 
Academic institutions value the peer-reviewed literature as a means of 
disseminating research. Academic appointments and promotions are based in part on an 
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individual’s publication record. This study confirms what other researchers have already 
demonstrated (73): policymakers do not read the peer-reviewed literature. In order to 
engage with policymakers and advance the public’s health through policy interventions, 
researchers need to engage directly with policymakers. Leadership at academic 
institutions seeking to encourage engagement with policymakers should consider other 
publication formats to achieve dissemination goals and consider other publications 
besides just the peer-reviewed literature when making hiring and promotion decisions.  
For researchers to engage in the policymaking process, long-term funding is also 
required. This dissertation demonstrates how using a CBPR framework and building 
relationships has enormous potential. However, it is dificult to engage in a CBPR 
framework without the time the framework requires (77). Funding sources should be 
established to alow researchers the time needed to engage with the policymaking 
community using a CBPR approach. 
Public health programs also need to ofer, or even require, basic political science 
and advocacy classes for their students. As has been demonstrated in this dissertation, 
engaging in the policy cycle is a viable way to disseminate research to policymakers, and 
potentialy improve the public’s health. Such engagement is greatly facilitated if a 
researcher understands the political landscape. Changing public health education to 
include such training has the potential to increase engagement by public health 
researchers in the political process. CBPR training should also be expanded to include 
policymakers as a potential community of interest. 
While this dissertation also demonstrates that a CBPR framework is a useful tool 
when working with policymakers, more research is needed in this area. While a CBPR 
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framework was successful for a veterans’ health issue, it is stil unknown if it would work 
with a more divisive health policy issue, such as outcomes based payment systems for 
physicians. CBPR should be examined using other health policy cases to assess whether 
it is applicable more broadly. 
While this research built on what was known about how best to convey research 
to policymakers (73), we do not have a clear picture of what health policy literature gets 
consumed by policymakers. This study involved a smal sample and explored a single, 
targeted issue. A survey that includes a large number of policymakers and asks about a 
range of issues may provide insight into this question. 
Recommendations to Improve the IDES: 
The third manuscript in this dissertation provides policy recommendations for the 
IDES specificaly. In aim 2 we found that policymakers were especialy concerned about 
how wel the family was integrated into the transition process, how wel those with PTSD 
were fairing post-IDES, and how the specific pieces of the IDES were functioning (116). 
Those with PTSD in the sample indicated that their families were not included in the 
disability evaluation process more often than those without PTSD. This result suggests a need 
to involve family members of those with PTSD in the IDES, and is a focus policymakers 
may want to address. Case Managers and PEBLOs are supposed to meet regularly with the 
service member to discuss his or her case. Addressing the issue with family members being 
included in the proces could be as simple as requiring Case Managers and PEBLOs to 
formaly invite family members to atend these meetings and colecting family members’ 
contact information so they can be invited to future meetings. 
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One area of the IDES that stood out as needing atention by policymakers was Case 
Workers. The results from manuscript 3 show that those with PTSD are less satisfied with 
Case Workers compared to those without PTSD. Providing Case Workers with additional 
mental health training to work more efectively with those with PTSD is one solution that 
may help to aleviate this disparity (131). Policymakers should explore funding for this kind 
of training. 
The results from manuscript 3 also demonstrate that the VA claims process is an area 
that may need atention. Manuscript two demonstrated that the policymakers interviewed 
were concerned that staf shortages had slowed the IDES and this appears to be particularly 
true for PTSD patients in the sample. One issue interviewees spoke about is the time needed 
to train VA claims specialists and the staf shortage in the VA. One potential solution is for 
policymakers to fund DoD claims specialists to be detailed to the VA until the IDES backlog 
is cleared. 
One specific area of concern that the results show is that while just 58% of the sample 
self-identified as having been adjudicated for PTSD, 75% of the sample screened positive for 
PTSD using the military’s four question screening instrument (out of the 74 people who 
completed the four-question screen). While an evaluation by a psychiatrist is the gold 
standard for establishing PTSD, this is stil concerning as it suggests the system is either 
missing these individuals, or they are not receiving a PTSD adjudication for some other 
reason. This is particularly troubling as disability benefits can greatly improve the lives of 
those with PTSD (44, 46). One way to address this problem would be to hire more mental 
health care workers. There is a noted shortage of health care workers in the military (54) but a 
potential solution, which has already proven efective in other setings (131), is to focus more 
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atention on training lay people to do some evaluation and treatment tasks. However, this 
would require financial and logistical support from policymakers. 
These policy recommendations are both broadly focused on bridging the divide 
between policymakers and researchers and more narowly focused on specific ways to 
potentialy improve the IDES for those with PTSD. This scope reflects the conceptual model 
for this dissertation and serves as a demonstration of how varied recommendations can be 
from engaging in research that embraces the policy cycle. 
Strengths and Limitations 
Both the first and the second study aims employed qualitative methods. As with 
al qualitative research, interviewer and interviewee bias was a concern (119). I 
minimized this by triangulating my results; I included interviewees with diferent 
perspectives and from diferent organizations (81, 105). The IDES is a politicaly 
sensitive topic because veterans are a politicaly important group (4), so some 
participants may have been unwiling to disclose certain information, or may have 
responded with a political answer that was not responsive to the study aims. I informed 
participants I would not share identifying information, which may have alowed them to 
share sensitive information. 
Despite the limitations of qualitative research, there are also a number of strengths 
associated with these methods. The flexibility and responsive nature of qualitative 
methods alowed me to colect and incorporate unexpected, yet relevant, information 
(81). There is an established track record of ethnography being used successfuly with 
policymakers (120), and this study furthers those eforts in the literature. This study, 
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which embraces a CBPR framework, would not have been possible without the flexibility 
that qualitative methods aford. 
Manuscript three was limited by the size of the sample and the response rate. I 
made every effort to recruit a large sample size including partnering with a VSO that had 
an established track record of conducting successful survey research, holding the survey 
open for a ful six weeks, repeatedly folowing-up with individuals who did not respond, 
and beta-testing my survey to ensure it was easy to navigate. I also atempted to target the 
survey corectly by choosing an organization that was comprised exclusively of injured 
or il veterans (thereby increasing the chances that they were medicaly separated) and 
limiting the sample to people who had joined the organization after the establishment of 
the IDES. Despite this, only 177 out of 986 people who received an invitation to 
participate began the survey and just 80 of these met the survey criteria. 
While every efort was taken to draw a stratified random sample that included 
identifying a target demographic, composition of the sample, and drawing a random sample 
that met those criteria, there is stil potential for response bias as a result of the low response 
rate. I also was drawing a sample from a VSO which meant that the veterans I was accessing 
were already more prone to be involved in the veterans’ community and potentialy advocacy 
on behalf of veterans and therefore do not reflect the general veterans population as I would 
like idealy. This also impacts response bias because the people who responded may be 
involved with an advocacy organization because they had such a bad transition experience. 
Furthermore, I was limited in the analysis I could conduct because of the smal sample. 
Despite this, the demographic composition of respondents closely reflected the 
demographics of those that become sick or injured as a result of their service (99). 
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Furthermore, my research built on previous research that had been conducted about the 
military’s disability system and the instrument was developed using established measures and 
involved individuals within the policy-making community familiar with IDES. Finaly, 
veterans who had experienced the IDES tested the instrument. 
As for the dissertation overal, several aspects strengthened the results. For instance, 
the mixed methods approach alowed me to use the method best suited to each study aim. 
Most importantly, perhaps, is that each manuscript filed a gap in the literature. There is 
limited research demonstrating how lessons from the political science literature can be 
applied to public health issues (65, 66). The first manuscript addressed this deficit and 
provided important insights for applying lessons in the future. In the second manuscript, I 
applied CBPR principles to engage a population (policymakers) that has not yet been 
explored in the CBPR literature. This approach was successful and ofers a mechanism for 
closing the gap between research and policy. Finaly, in the third manuscript, the survey 
produced a novel contribution. There is no literature investigating PTSD specificaly for 
veterans who have experienced the IDES. This is an important, and large, subgroup that 
deserves atention. 
Further Research Stemming from this Dissertation 
  While I have touched on some future research in the policy recommendations section 
of this discussion, those recommendations are more general and intended to add to the body 
of literature about bridging the divide between practice and policy. It is clear from the 
limitations section of this Discussion chapter that there are areas for future research stemming 
directly from the research that comprises this dissertation. Foremost, it wil be important to 
determine if the CBPR approach translates into actual policy changes, meaning, wil the 
 
 130
recommendations from aim 3 be considered and incorporated into IDES, reflecting the 
cycling back to the policy development phase of the policy cycle. Further qualitative research 
with policymakers about their reaction to the findings from study aim 3 wil be vital to 
understanding this. If the recommendations from aim 3 are incorporated into new policy, it 
wil be important to identify if the same lessons from the political science literature learned in 
manuscript 1 hold true again. Further qualitative research, similar to what was conducted in 
manuscript 1, wil be needed to determine this. It would also round out this body of literature 
to test another veterans’ health policy case in a similar manner to what was conducted in this 
dissertation. 
  The research in manuscript 3 would also benefit from a larger response rate. Fielding 
the survey again with a beter-targeted sample, the kind of sample that was not possible while 
working with a VSO but would be possible working directly with the VA, would alow me to 
extend my analysis and yield more robust findings. The literature demonstrates that women 
and National Guard/Reservists are important subgroups that experience PTSD and the 
disability system diferently than their counterparts (24-27, 40, 42). I lacked a suficient 
sample size to obtain statisticaly significant diferences for PTSD vs. no PTSD in these 
groups but exploratory analyses demonstrated those with PTSD may be having a harder time 
with the system and adjusting to life after the military than those without PTSD. 
A larger sample size would also alow for further exploration of diferences between 
those that self-identify as having PTSD and those that screen positive for PTSD. The results 
of manuscript 3 show that there is a large proportion of people who do not self identify as 
having PTSD but screen positive. With a larger sample size it would be possible to beter 
understand how this group is faring relative to those that self-identify as having PTSD and 
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what components of the IDES are of concern. Qualitative research is also waranted to help 
determine why these individuals may be missed under the curent system. Interviews with 
those who test positive but do not self-identify may reveal bariers to obtaining a PTSD 
adjudication. 
Conclusion 
  This dissertation is focused on bridging the divide between research and policy. I 
drew on a diverse body of literature and employed several diferent methods to accomplish 
the three study aims. By demonstrating that it is possible to engage in the political process as 
a researcher, I hope this work wil encourage other public health researchers to also view the 








Appendix A. Ful DSM-V definition of PTSD 
Posttraumatic Stress Disorder 
 Note: The folowing criteria apply to adults, adolescents, and 
children older than 6 years. 
A. 
xposure to actual or threatened death, serious injury, or sexual 
violence in one (or more) of the folowing ways: 
1. Directly experiencing the traumatic event(s). 
2. Witnessing, in person, the event(s) as it occured to others. 
3. Learning that the traumatic event(s) occurred to a close family memb
close friend. In cases of actual or threatened death of a family memb
friend, the event(s) must have been violent or accidental. 
4. Experiencing repeated or extreme exposure to aversive details of 
the traumatic event(s) (e.g., first responders colecting human 
remains; police officers repeatedly exposed to details of child 
abuse). 
 Note: Criterion A4 does not apply to exposure through electronic 
media, television, movies, or pictures, unless this exposure is work 
related. 
B. 
resence of one (or more) of the folowing intrusion symptoms 
associated with the traumatic event(s), beginning after the 
traumatic event(s) occurred: 
1. Recurent, involuntary, and intrusive distressing memories of the 
traumatic event(s). 
 Note: In children older than 6 years, repetitive play may occur in 
which themes or aspects of the traumatic event(s) are expressed. 
2. Recurent distressing dreams in which the content and/or afect of 
the dream are related to the traumatic event(s). 
 Note: In children, there may be frightening dreams without 
recognizable content. 
3. Dissociative reactions (e.g., flashbacks) in which the individual 
feels or acts as if the traumatic event(s) were recuring. (Such 
reactions may occur on a continuum, with the most extreme 
expression being a complete loss of awareness of present 
suroundings.) 
 Note: In children, trauma-specific reenactment may occur in play. 
4. Intense or prolonged psychological distress at exposure to internal 
or external cues that symbolize or resemble an aspect of the 
traumatic event(s). 
5. Marked physiological reactions to internal or external cues that 
symbolize or resemble an aspect of the traumatic event(s). 
C. 
ersistent avoidance of stimuli associated with the traumatic 
event(s), beginning after the traumatic event(s) occurred, as 
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evidenced by one or both of the folowing: 
1. Avoidance of or eforts to avoid distressing memories, thoughts, or 
feelings about or closely associated with the traumatic event(s). 
2. Avoidance of or eforts to avoid external reminders (people, 
places, conversations, activities, objects, situations) that arouse 
distressing memories, thoughts, or feelings about or closely 
associated with the traumatic event(s). 
D. 
egative alterations in cognitions and mood associated with the 
traumatic event(s), beginning or worsening after the traumatic 
event(s) occured, as evidenced by two (or more) of the folowing: 
1. Inability to remember an important aspect of the traumatic event(s) 
(typicaly due to dissociative amnesia and not to other factors such 
as head injury, alcohol, or drugs). 
2. Persistent and exaggerated negative beliefs or expectations about 
oneself, others, or the world (e.g., “I am bad,” “No one can be 
trusted,” “The world is completely dangerous,” “My whole 
nervous system is permanently ruined”). 
3. Persistent, distorted cognitions about the cause or consequences of 
the traumatic event(s) that lead the individual to blame 
himself/herself or others. 
4. Persistent negative emotional state (e.g., fear, horror, anger, guilt, 
or shame). 
5. Markedly diminished interest or participation in significant 
activities. 
6. Feelings of detachment or estrangement from others. 
7. Persistent inability to experience positive emotions (e.g., inability 
to experience happiness, satisfaction, or loving feelings). 
E. 
arked alterations in arousal and reactivity associated with the 
traumatic event(s), beginning or worsening after the traumatic 
event(s) occured, as evidenced by two (or more) of the folowing: 
1. Iritable behavior and angry outbursts (with litle or no 
provocation) typicaly expressed as verbal or physical aggression 
toward people or objects. 
2. Reckless or self-destructive behavior. 
3. Hypervigilance. 
4. Exaggerated startle response. 
5. Problems with concentration. 
6. Sleep disturbance (e.g., dificulty faling or staying asleep or 
restless sleep). 
F. Duration of the disturbance (Criteria B, C, D, and E) is more than 
1 month. 
G. 
he disturbance causes clinicaly significant distress or impairment 




he disturbance is not atributable to the physiological efects of a 
substance (e.g., medication, alcohol) or another medical condition. 
Specify whether: 
 With dissociative symptoms: The individual’s symptoms meet 
the criteria for postraumatic stress disorder, and in addition, in 
response to the stressor, the individual experiences persistent or 
recurent symptoms of either of the folowing: 
1. Depersonalization: Persistent or recurrent experiences of feeling 
detached from, and as if one were an outside observer of, one’s 
mental processes or body (e.g., feeling as though one were in a 
dream; feeling a sense of unreality of self or body or of time 
moving slowly). 
2. Derealization: Persistent or recurent experiences of unreality of 
surroundings (e.g., the world around the individual is experienced 
as unreal, dreamlike, distant, or distorted). 
 Note: To use this subtype, the dissociative symptoms must not be 
atributable to the physiological efects of a substance (e.g., 
blackouts, behavior during alcohol intoxication) or another 
medical condition (e.g., complex partial seizures). 
Specify if: 
 With delayed expression: If the ful diagnostic criteria are not 
met until at least 6 months after the event (although the onset and 
expression of some symptoms may be immediate). 
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Appendix C. Interview Guide 
1.Tel me about your position here? (staf) Tel me why you ran for congress? (member) 
 
2. Do you have any experience with IDES? 
    a. from your perspective, how is IDES impacting the veterans benefits process? 
 
3. Can you explain the events that precipitated the advent of the IDES? 
    a. Who were the political players involved? Commitees? 
    b. What impact do you think they have had? 
    c. What made these events significant enough for IDES to receive support? 
 
4. What information helped to make legislative decisions about the IDES? 
a. Was there research that proved to be informative? 
b. What was this research? 
c. Why was IDES successful when other pieces of legislation are not successful?     
 
5. How was mental ilness considered when creating the IDES?   
a. What would you like to know about how the IDES is impacting specific groups (e.g., 
individuals with PTSD)? 
b. Are you interested in how IDES impacts particular populations (e.g., individuals with PTSD)? 
 
6. Going forward, what would you like to know about the implementation of the IDES? 
a. What is not working? 
b. Do you have ideas as to how to make the process work beter? 
c. What questions specificaly do you have about the impact of the IDES on people’s transition? 
a. What can researchers do to help policy-makers refine the IDES? 
 
7. Is there any information about Warrior Transition Units that might be useful to you 
and what would that be? 
a. What aspects of the culture of the WTU’s would be useful to you when making policy 
decisions? 
 
8. Shifting away from the IDES specificaly, what do you think of academic research 
centers? 
a. Are there opportunities that are missed by researchers? 
 
9. What kind of role do you think there is for a researcher to inform policy-making? 
a. What type of relationship do you have with researchers? 
b. What extent do you consult researchers when you are making policy? 
c. Who do you consult? 
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Appendix D. Codebook for Aims 1 and 2 
Code Definition 
1.0 Relationship to 
Academia and 
research 
The way in which participants view or interact with academia and 
research. 
1.2 Position of 
Academia 
The way that academia is positioned within the policymaking 
community and this position changes their interaction with 
policymakers and the policy debate. 
1.3 Relationship 
with Academia 
The types of relationships that currently exist with policymakers 
and Academia. 
1.4 Types of 
information 
The diferent forms of information that policymaker rely on when 
they are making policy decisions. How their views of this 
information difer. 
1.5 Positive views of 
Academia 
Words used to describe academia that convey respect such as 
“credible” and “unbiased” 
1.6 Negative views 
of Academia 
Problems colaborating with academia, or potential problems. 
Chalenges of interpreting research. 
1.7 Access to 
research/academia 
Curent access to academics 
1.8 Reporting 
research 
Ways that research is curently reported. What works and what 
doesn’t. How they would like research reported. 
2.0 Working with 
Federal Agencies 
How people work with Federal Agencies. The tensions that exist 
and how people navigate that tension. 
2.1 DoD What it is like to work with the DoD and their role in the 
policymaking process. 
2.2 VA What it is like to work with the VA and their role in the 
policymaking process. 
2.3 Backlog  Problems with the disability claims backlog. 
2.4 Culture of the 
DoD 
The culture of the DoD and the role that has in disability and 
disability adjudication. 
2.5 Dole-Shalala  The way that the Dole-Shalala survey was conducted. Who was 
involved. How they were involved. Why it happened. How the 




Issues with the transition to EMR and the political situation 
surounding the issue. 
3.0 The IDES How the IDES is functioning now and politicaly, how the IDES 
is viewed. 
3.1 Problems with 
the IDES 
Problems that policymakers are focused on with the IDES. 
3.2 Missing 
information 
The issue of information and how it gets lost in translation within 
the IDES. 
3.3 Mental Ilness  How policymakers when discussing the IDES view mental 
ilness. Issues with the IDES related to mental ilness. 
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3.4 Walter Reed  The Walter Reed scandal and the role it played in the support for 
the IDES. 
4.0 The political 
process and IDES 
Descriptions of how the IDES navigated the political process. 












The role of Congressional commitees in support for the IDES. 
Which commitees were active and when and why. 
4.4 Policymaking 
and information 
The types of information that are consumed when making policy 
decisions. 
4.5 NDAA  The NDAA and the role the legislation played in passage of the 
IDES pilot. The role of the NDAA in policymaking generaly. 
4.6 Political players  Who was involved in the move to IDES. Why these people were 
involved. How their involvement changed the ultimate solution.  
4.7 Role of Congress  The role that congress plays in a major change like this between 
two agencies. Their role now that they are the oversight body. 
How Congress can influence veterans’ legislation. 
4.8 Veterans Service 
Organizations 
The role of VSO’s in the policymaking process. Which groups are 
influential and why. 
5.0 Information that 
policymakers would 
like 
Information of the IDES that policymakers do not have but, they 
would like research on these topics in order to help them make 
policy changes 
5.1 Coordination  Aspects of coordination of the process that policymakers are 
interested in. 
5.2 PEBLOs Issues with PEBLOs 
5.3 Case Managers Issues with Case Managers 
5.4 Satisfaction  Aspects of satisfaction policymakers are interested in. 
5.6 Accuracy Issues related to accuracy of claim adjudication with the IDES 
5.7 Length of 
Process 
Concerns with how long the process takes. 
5.8 Understanding  Concerns about how wel people understand the IDES. 
5.9 Bariers  Specific bariers to completing the IDES that concern 
policymakers. 
5.10 How to 
administer the 
survey 
Feedback from policymakers on how to best implement a survey 
and how that implementation may translate into helping them 
make new policy. For instance, timing of the survey. 
5.11 Mental ilness 
and the IDES 
Specific concerns with the IDES and mental ilness. 
5.12 Warior 
Transition Units and 
the IDES 




Questions about transitional resources and how wel those 
resources are functioning. 
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5.14 Family  Questions about family and the IDES. 
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Appendix E. Survey Instrument 
 
Do you want to help other veterans? Do you want to help improve the disability system? 
By participating in this survey you are doing a service to the men and women who come 
after you. We are researching the experience of veterans who have been evaluated for 
disability in the new Integrated Disability Evaluation System (IDES) so that we can help 
make the system beter. But we need your help. We need you to fil out this survey. 
 
The entire survey wil take less than 30 minutes. The success of the study depends on 
geting as high a participation rate as we possibly can so your participation is much 
appreciated. We need to know your opinions regardless of your experience. 
 
Researchers at the Johns Hopkins School of Public Health, in cooperation with the 
Wounded Warior Project, are conducting this survey. We wil keep any information you 
provide in the survey confidential. Your name, phone number, and address wil never be 
colected as part of this survey. Your decision to participate in the study, as wel as your 
individual responses to al questions, wil not be shared with the US Military or 
Department of Veterans Afairs. Participation is completely voluntary and you can stop 
the survey at any time. There are some questions that you could potentialy find upseting 
but you may also skip any questions that you do not wish to answer. By advancing to the 
next page, you are agreeing to participate in the survey. 
 
Thank you in advance. Your participation wil help us make recommendations for ways 
to improve the system for those who come after you! 
 
You and Your Background 
We wil begin by asking you a few questions about you and your background. Again, no 
information that would make it possible to identify you wil be colected and al of your 
answers wil be confidential. 
1. Have you separated from, or are you in the process of separating from the armed forces? 
Yes ..............................................  1 
No .............................................. 2 
REFUSED ........................................-7 
DON’T KNOW ....................................-8 
 
(if answer no, prompts script thanking them for their time) 
 
2. Did you, or are you in the process of receiving a medical separation from the military? 
Yes ..............................................  1 
No .............................................. 2 
REFUSED ........................................-7 
DON’T KNOW ....................................-8 
 




3. Did you, or are you in the process of receiving your medical discharge before the end of 
your service agreement? 
Yes ..............................................  1 
No .............................................. 2 
REFUSED ........................................-7 
DON’T KNOW ....................................-8 
 
(if answer no, prompts script thanking them for their time) 
 
4. Did you begin the separation process after January 1, 2012? 
Yes ..............................................  1 
No .............................................. 2 
REFUSED ........................................-7 
DON’T KNOW ....................................-8 
 
(if answer no, prompts script thanking them for their time) 
 
5. What is the highest level of school you have completed? 
Some high school, but no diploma ............ 1 
High school diploma or GED ............... 2 
Vocational school, some colege or 2 year degree   3 
Colege degree, 4 year degree ............... 4 
Professional or graduate degree .............. 5 
REFUSED ..............................-7 
DON’T KNOW ..........................-8 
 
6. What was your military status when you received your wound or injury? 
Active ordered Guard or Reserve Component ... 1 
Active Component ........................ 2 
REFUSED ..............................-7 
DON’T KNOW ..........................-8 
 
7. What is your curent marital status? Are you.. 
Maried, ................................  1 
Living together but not maried, ............. 2 
Separated, divorced, widowed, or ............ 3 
Single, never been maried? ................. 4 
REFUSED ..............................-7 
DON’T KNOW ..........................-8 
 
8. Are you Spanish/Hispanic/Latino? 
Yes, Mexican, Mexican-American, Chicano, Puerto Rican, Cuban, or 
other Spanish/Hispanic/Latino ..............1 





9. What is your race? You can say “yes” to one or more races to indicate what you consider 
yourself to be 
 
White ......................................  1 
Black or African American, .................... 2 
American Indian or Alaska Native ............... 3 
Asian (e.g., Asian Indian, Chinese, Filipino, Japanese, Korean, Vietnamese) 4 
Native Hawaian or other Pacific Islander (e.g., Samoan, Guamanian, Chamorro)  
3 
       REFUSED ..............................-7 
 
 
10. Which of the folowing best describes where you live now? Are you living in.. 
Civilian housing that I own or pay mortgage on . 1 
Civilian housing that I rent ................. 2 
With family or friends ..................... 3 
Military Housing ......................... 4 
Other .................................. 5 
REFUSED ..............................-7 
DON’T KNOW ..........................-8 
 
11. What would you say best describes what you have being doing for the majority of 
your time over the past month? Have you been… 
Working ...................................  1 
Laid off/looking for work ..................... 2 
Going to school .............................. 3 
Taking care of your house/family ................ 4 
Participating in rehabilitation ................... 5 




12. Have you ever (or are you currently) spent time in a Wounded Warrior Batalion, 
Wounded Warrior Regiment, Wounded Warrior Unit or Warrior Transition Unit? 
Yes .......................................  1 






The next several questions are about the disability evaluation process. Just to remind you 
of how the process is supposed to work, you first go through the Medical  Evaluation 
Board (MEB). During the MEB you meet with doctors and they determine if there is a 
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condition that may potentialy make you unfit to serve in the military, but the MEB does 
not decide if you wil separate from the military. 
You are then refered to the Physical  Evaluation  Board (PEB). The PEB makes the 
final determination if you are going to continue in the military or if you are going to 
separate for medical reasons. You also receive a disability rating from the Department of 
Veterans Afairs (VA) during the PEB process. The PEB stage of the process is also 
when you have a chance to appeal the decision to discharge you. You also have chance to 
appeal the level of disability that has been assigned to you. 
After you complete the PEB, you file  a claim  with the  VA and you should receive a 
leter from the Department of Veterans Afairs informing you of your benefits within 30 
days of your separation from the military. 
The next several questions are about the Medical  Evaluation  Board (MEB), the first 
part of the process described above.  
 
13. Please indicate at what level you agree with the folowing statement: I was kept 
informed of the status of my evaluation by the MEB 
Strongly agree ............................... 1 
Agree ......................................  2 
Neither agree nor disagree ..................... 3 
disagree ....................................  4 
strongly disagree ............................. 5 
REFUSED ..................................-7 
DON’T KNOW ..........................-8 
 
14. How easy was it for you to get medical records needed for your disability 
evaluation as part of the MEB? Was it.. 
Very easy, .............................. 1 
Somewhat easy,.......................... 2 
Neither easy nor dificult, .................. 3 
Somewhat dificult, or ..................... 4 
Very dificult? ........................... 5 
REFUSED ..............................-7 
DON’T KNOW ..........................-8 
 
15. As part of the MEB, were you asked to resubmit any records or documents that you (or 
someone helping you) had already provided? 
YES ...................................  1 
NO ....................................  2 
REFUSED ..............................-7 
DON’T KNOW ..........................-8 
 
16. How long was the time from when you began the MEB until you received the result? 




Have not received results ................... 1 
REFUSED ..............................-7 
DON’T KNOW ..........................-8 
 
 
17. How wel did you understand the MEB process? Would you say.. 
Completely, .............................  1 
Mostly, ................................. 2 
Somewhat, or ............................ 3 
Not at al? ............................... 4 
REFUSED ..............................-7 
DON’T KNOW ..........................-8 
 
18. Compared to what you expected, do you think the MEB process was… 
Much longer, ............................ 1 
Somewhat longer, ........................ 2 
About what you expected,.................. 3 
Somewhat shorter, or ...................... 4 
Much shorter? ........................... 5 
REFUSED ..............................-7 
DON’T KNOW ..........................-8 
 
19. How wel did you understand the MEB process? Would you say.. 
Completely, .............................  1 
Mostly, ................................. 2 
Somewhat, or ............................ 3 
Not at al? ............................... 4 
REFUSED ..............................-7 
DON’T KNOW ..........................-8 
 
 
20. Please indicate which level you agree with the folowing statement: 
 
The MEB process was fair. 
Strongly agree ........................... 1 
Agree ..................................  2 
Neither agree nor disagree .................. 3 
Disagree ................................ 4 
Strongly disagree ......................... 5 
REFUSED ..............................-7 
DON’T KNOW ..........................-8 
 
The final MEB determination was fair. 
Strongly agree ........................... 1 
Agree ..................................  2 
Neither agree nor disagree .................. 3 
Disagree ................................ 4 
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Strongly disagree ......................... 5 
REFUSED ..............................-7 
DON’T KNOW ..........................-8 
 
 
As part of the MEB you are supposed to meet with a physician to examine you and help 
determine your fitness to serve. This may have been a single visit or multiple visits 
 
21. Was this physician (or physicians)… 
From the VA ............................ 1 
From the Department of Defense ............. 2 
An independent contractor working for the VA or military   3 
Other .................................4 
REFUSED ..............................-7 
DON’T KNOW ..........................-8 
 
22. Indicate the level at which you agree with the folowing statements: 
 
 
When you met with the clinician (or 
















































b.  Ofice staf at a doctor’s ofice or 




















c.  The ofice staf at a doctor’s ofice 
or clinic was helpful as I thought 



















d.  The doctor (or other health care 



















e.  The doctors (or other health care 
providers) explained things in a 





















Disability Process- PEB 
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The next several questions are about the Physical  Evaluation  Board (PEB). Just to 
remind you, the PEB makes the final determination on if you are going to continue in the 
military or if you are going to separate for medical reasons. You also receive a disability 
rating from the Department of Veterans Afairs (VA) during the PEB process. The PEB 
stage of the process is also when you have a chance to appeal the decision to discharge 
you. You also have chance to appeal the level of disability that has been assigned to you. 
 
23. Please indicate the level at which you agree with the folowing statement: I was kept 
informed of the status of my evaluation by the PEB 
Strongly agree ............................... 1 
Agree ......................................  2 
Neither agree nor disagree ..................... 3 
disagree ....................................  4 




24. How easy was it for you to get your service and medical records needed for your 
disability evaluation as part of the PEB? 
Very easy, ..................................  1 
Somewhat easy,.......................... 2 
Neither easy nor dificult, .................. 3 
Somewhat dificult, or ..................... 4 
Very dificult? ........................... 5 
REFUSED ..............................-7 
DON’T KNOW ..........................-8 
 
25. As part of the PEB, were you asked to resubmit any records or documents you (or 
someone helping you) had already provided? 
YES ...................................  1 
NO ....................................  2 
REFUSED ..............................-7 
DON’T KNOW ..........................-8 
 
26. How long was the time from your referral from the MEB until you received the result of 
the PEB? 
Weeks ............................ _____ 
Months ............................_____ 
Have not received results ................... 1 
REFUSED ..............................-7 
DON’T KNOW ..........................-8 
 
27. Compared to what you expected, do you think the PEB evaluation process took.. 
Much longer, ............................ 1 
Somewhat longer, ........................ 2 
About what you expected,.................. 3 
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Somewhat shorter, or ...................... 4 
Much shorter ............................ 5 
REFUSED ..............................-7 
DON’T KNOW ..........................-8 
 
28. How wel did you understand the PEB process? Would you say.. 
Completely, .............................  1 
Mostly, ................................. 2 
Somewhat, or ............................ 3 
Not at al? ............................... 4 
REFUSED ..............................-7 
DON’T KNOW ..........................-8 
 
29. Did you, or do you plan to, appeal the decision by the PEB? 
Yes .......................................  1   GO TO 29 




30. Did you seek legal assistance from a military lawyer for your appeal to the PEB? 
Yes .......................................  1   
No, I did not seek legal assistance ............... 2 





31. Please indicate which level you agree with the folowing statements: 
 
a. The PEB process was fair. 
Strongly agree ........................... 1 
Agree ..................................  2 
Neither agree nor disagree .................. 3 
disagree ................................ 4 
strongly disagree ......................... 5 
REFUSED ..............................-7 
 
b. The final determination by the PEB fair. 
Strongly agree ........................... 1 
Agree ..................................  2 
Neither agree nor disagree .................. 3 
disagree ................................ 4 








Assistance with Process 
 
We are now going to ask you some questions about the people assigned to help you with 
the disability evaluation process. As you go through the entire process you are supposed 
to have a Physical Evaluation Board Liaison Oficer (PEBLO) assigned to you. This 
person is the liaison between the Department of Defense and the Veteran’s 
Administration. They are supposed to help you navigate the process and answer questions 
or concerns you may have. 
 
32. Did you have a PEBLO assigned to you? 
YES ...................................  1 
NO ....................................  2   GO TO 32 
Other .................................. 3   GO TO 32 
Don’t remember .......................... 4   GO TO 32 
REFUSED ..............................-7   GO TO 32 
DON’T KNOW ..........................-8   GO TO 32 
 













































2  3  4  -7  -8  
c.  Help you as much as you 




2  3  4  -7  -8  
d.  Listen carefuly to you? 
e. Explain things in a way that 














f.  Answer any questions you had 
about the process? 
1  2  3  4  -7  -8  
g.  Compile al the materials you 
needed for your case to move 
forward with the disability 
evaluation process? 
1  2   3  4  -7  -8  
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h. Clearly explain the outcome at 
each stage of the disability 
evaluation process? 
1  2   3  4  -7  -8  
 
 
As you go through the process, you may have had a Case Manager assigned to you. This 
person is supposed to work with your PEBLO and ensure you atend appointments, 
meetings and transition courses. The case manager may also be able to assist you in 
geting the necessary paperwork for your IDES case file and provide additional coaching 
on the IDES process by assisting you with questions you should ask your PEBLO and 
physicians. 
34. Did you have a case manager assigned to you? 
YES ...................................  1 
NO ....................................  2   GO TO 36 
Other .................................. 3   GO TO 36 
Don’t remember .......................... 4   GO TO 36 
REFUSED ..............................-7   GO TO 36 
 













































2  3  4  -8  -7  
c.  Help you as much as you 




2  3  4  -8  -7  
d.  Listen carefuly to you?  1 
 
2  3  4  -8  -7  
e.  Explain things in a way that 
was easy to understand? 
f.  Answer any questions you had 
about the process? 
g. Compile al the materials you 
needed for your case to move 
forward with the disability 
evaluation process? 

































































As part of the disability evaluation process, you are supposed to be assigned a Military 
Service Coordinator (MSC). The MSC is a representative from the VA and their job 
is to serve as a resource for IDES participants and their families with regard to 
information about VA benefits. 
 
36. Did you have a MSC assigned to you? 
YES ...................................  1 
NO ....................................  2   GO TO 38 
Other .................................. 3   GO TO 38 
Don’t remember .......................... 4   GO TO 38 

























a. Give you information to help you 























2  3  4  -8  -7  
c.  Help you as much as you 




2  3  4  -8  -7  
d.  Listen carefuly to you?  1 
 
2  3  4  -8  -7  
e.  Explain things in a way that 
was easy to understand? 
f.  Answer any questions you had 
about the VA claims process? 
g. Coordinate with your PEBLO to 
ensure that your case moved 
smoothly? 













































meetings to tel  you what 





















38. Did someone outside of the military, such as a lawyer or a disability expert, help 
you at any point in the disability evaluation process? 
YES ...................................  1 
NO ....................................  2 GO TO 40 
REFUSED ..............................-7 GO TO 40 
DON’T KNOW ..........................-8 GO TO 40 
 
39. Who helped you? 
Veterans service organization 
representative ............................  1 
Lawyer ................................. 2 
Other disability expert ..................... 3 
Family member or friend ................... 4 
Someone else ............................ 5 
REFUSED ..............................-7 
DON’T KNOW ..........................-8 
 
The VA 
We are now going to ask you a few questions about the VA and its role in the process. 
40. Have you, or someone else on your behalf, filed a disability claim with the VA? 
YES ...................................  1 
NO ....................................  2   GO TO 44c 
REFUSED ..............................-7   GO TO 44c 
DON’T KNOW ..........................-8   GO TO 44c 
 
41. Do you plan to file a claim with the VA? 
YES ...................................  1 
NO ....................................  2 
REFUSED ..............................-7 
DON’T KNOW ..........................-8 
 
42. How wel do you understand the VA claims process? Would you say.. 
Completely, .............................  1 
Mostly, ................................. 2 
Somewhat, or ............................ 3 
Not at al? ............................... 4 
REFUSED ..............................-7 




43. Did the VA ask you to resubmit any records or documents you (or someone helping you) 
had already provided? 
YES ...................................  1 
NO ....................................  2 
REFUSED ..............................-7 
DON’T KNOW ..........................-8 
 
44. Please indicate the level at which you agree with the folowing statements: 
 


























a. The VA kept me informed of the 




























































c. I was wel informed about the MEB 





















d. I was wel informed about the PEB 





















e. I was wel informed about the VA 



























We are now going to ask you a few questions about the final decision on your disability 
status. 
45. What is the curent status of your Final decision? 
Received results .......................... 1 
Stil pending ............................. 2   GO TO 49 
Haven’t submited ........................ 3   GO TO 49 
REFUSED ..............................-7   GO TO 49 
DON’T KNOW ..........................-8   GO TO 49 
 
46. Do you expect to appeal your final evaluation? 
YES ...................................  1 
NO ....................................  2 
REFUSED ..............................-7 
DON’T KNOW ..........................-8 
 
47. How long did it take to get a decision on your rating from the VA? 
Weeks ............................._____ 
Months ............................_____ 
Have not received a decision ................ 1 
REFUSED ..............................-7 
DON’T KNOW ..........................-8 
 
48. Did you receive a disability rating from the VA for… (check al that apply) 
PTSD ..................................  1 
Traumatic Brain Injury .................... 2 
Other mental ilness ....................... 3 
Physical injury ........................... 4 
REFUSED ..............................-7 
DON’T KNOW ..........................-8 
 
49. Below is a list of diferent medical conditions service members and veterans may 








1. A traumatic brain injury (TBI)   
2. Tinnitus (ringing in the ears)   
3. Hearing loss   
4. Blindness    
5. Any amputated hands, arms, feet, or legs   
6. Paralysis or spinal cord injury   
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7. Back pain   
8. Limited motion or other impairment of the knee   
9. Traumatic arthritis   
10. Hypertensive vascular disease (hypertension or high 
blood pressure) 
  
11. Cancer (any form, including leukemia, melanoma, 
etc.) 
  
12. Diabetes    
13. Multiple Sclerosis (MS)   
14. Parkinson̓s disease   
15. Dementia    
16. Post-traumatic stress disorder (PTSD)   
17. Major depressive disorder (Depression, clinical 
depression) 
  
18. Substance use disorder   
19. Other   
 
 
50. Compared to what you expected, do you think the VA disability claims process 
takes .. 
Much longer, ............................ 1 
Somewhat longer, ........................ 2 
About what you expected,.................. 3 
Somewhat shorter, or ...................... 4 
Much shorter? ........................... 5 
Have not received results ................... 6 
REFUSED ..............................-7 
DON’T KNOW ..........................-8 
 
51. What is your disability rating from the VA? 
 0% ................................... 0 
10% ................................... 1 
20% ................................... 2 
30% ................................... 3 
40% ................................... 4 
50% ................................... 5 
60% ................................... 6 
70% ................................... 7 
80% ................................... 8 
90% ................................... 9 
100% ..................................10 
Have not received results ...................11 
REFUSED ..............................-7 




52. Was the rating you received.. 
A lower percentage than you expected, ........ 1 
About the percentage you expected, or ........ 2 
A higher percentage than you expected? ....... 3 
REFUSED ..............................-7 
DON’T KNOW ..........................-8 
 
Support for your Family during process 
We are now going to ask you a few questions about how your family was treated during 
the disability evaluation process. 
 
53. Please indicate the level at which you agree with the folowing statement: 
 
My family was included in the disability evaluation process? 
Strongly agree ........................... 1 
Agree ..................................  2 
Neither agree nor disagree .................. 3 
Disagree ................................ 4 




Curent Health Status 
 
In the next few questions we are going to ask you about how you are feeling right now. 
 
54. How often do you get the social and emotional support you need? 
Always ................................. 1 
Usualy ....................................  2 




In your life, have you ever had any experience that was so frightening, horible, or 
upseting that, in the past month, you: 
 
55. Have had nightmares about it or thought about it when you did not want to? 
Yes. ................................... 1 
No. ....................................  2 
REFUSED ..............................-7 
 
56. Tried hard not to think about it or went out of your way to avoid situations that 
reminded you of it? 
Yes. ................................... 1 
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No. ....................................  2 
REFUSED ..............................-7 
 
57. Were constantly on guard, watchful, or easily startled? 
Yes. ................................... 1 
No. ....................................  2 
REFUSED ..............................-7 
 
58. Felt numb or detached from others, activities, or your suroundings?     
Yes. ................................... 1 
No. ....................................  2 
REFUSED .............................. -
7                     
 
 
59. In general, how satisfied are you with your life? 
 
Very satisfied ............................... 1 
Satisfied ...................................  2 
Dissatisfied ................................. 3 
Very dissatisfied ............................. 4 
REFUSED ..................................-7 
 
60. In general, would you say your health is.. 
 
Excelent ...................................  1 
Very good .................................. 2 
Good ...................................... 3 
Fair .......................................  4 
Poor .......................................  5 
REFUSED ..................................-7 
 
61. Does your health limit you in moderate activities, such as moving a table, pushing a 
vacuum cleaner, bowling, or playing golf? Does your health now limit you a lot, limit 
you a litle, or not limit you at al? 
 
Yes, limited a lot ............................. 1 
Yes, limited a litle ........................... 2 
No, not limited at al .......................... 3 
REFUSED ..................................-7 
 
62. Does your health limit you in climbing several flights of stairs? Does your health now 
limit you a lot, limit you a litle or not limit you at al? 
Yes, limited a lot ............................. 1 
Yes, limited a litle ........................... 2 





63. During the past 4 weeks, how often have you accomplished less than you would like as a 
result of your health condition? 
 
No, none of the time....................... 1 
Yes, a litle of the time ........................ 2 
Yes, some of the time ......................... 3 
Yes, most of the time ......................... 4 
Yes, al of the time ........................... 5 
REFUSED ..................................-7 
 
64. During the past 4 weeks, how often were you limited in the kind of work or other regular 
daily activities you do as a result of your health condition? 
No, none of the time .......................... 1 
Yes, a litle of the time ........................ 2 
Yes, some of the time ......................... 3 
Yes, most of the time ......................... 4 
Yes, al of the time ........................... 5 
REFUSED ..................................-7 
 
65. How much of the time during the past 4 weeks… did you have a lot of energy? 
Al of the time ............................... 1 
Most of the time ............................. 2 
A good bit of the time ......................... 3 
Some of the time ............................. 4 
A litle bit of the time ......................... 5 
None of the time ............................. 6 
REFUSED ..................................-7 
 
66. How much of the time during the past 4 weeks… have you felt downhearted and blue? 
Al of the time ............................... 1 
Most of the time ............................. 2 
A good bit of the time ......................... 3 
Some of the time ............................. 4 
A litle bit of the time ......................... 5 
None of the time ............................. 6 
REFUSED ..................................-7 
 
67. During the past 4 weeks, how much of the time has your physical health or emotional 
problems interfered with your social activities (like visiting with friends, relatives, etc.)? 
Al of the time ............................... 1 
Most of the time ............................. 2 
A good bit of the time ......................... 3 
Some of the time ............................. 4 
A litle bit of the time ......................... 5 





68. Compared to before the injury and/or ilness(es) for which you received your disability 
status, how would you rate your physical health in general now? 
 
Much beter ................................. 1 
Slightly beter ............................... 2 
About the same .............................. 3 
Slightly worse ............................... 4 
Much worse ................................ 5 
REFUSED ..................................-7 
 
69. Compared to before the injury and/or ilness(es) for which you received your disability 
status, how would you rate your emotional problems, such as feeling anxious, depressed 
or irritable, now? 
Much beter ................................. 1 
Slightly beter ............................... 2 
About the same .............................. 3 
Slightly worse ............................... 4 





















































Appendix G. Tables Related to Manuscript 3 
Table 7.1. Univariate Analysis of PTSD vs. No PTSD: Satisfaction/Dissatisfaction, 
phases of the process 
Question No PTSD PTSD total 
MEB process number   %  number  %  number  %  
I was kept informed of the status of my evaluation by the MEB    
Strongly Agree 6  17.65  4  8.70  10  12.50  
Agree 11  32.35  13  28.26  24  30.00  
Neither Agree Nor Disagree 6  17.65  4  8.70  10  12.50  
Disagree 5  14.71  7  15.22  12  15.00  
Strongly Disagree 4  11.76  16  34.78  20  25.00  
Don’t Know 2  5.88  0  -   2  2.50  
Missing 0  -   2  4.35  2  2.50  
         
How easy was it for you to get medical records needed for your disability evaluation as part of the MEB?  
Very easy, 9  26.47  4  9.52  13  16.25  
Somewhat easy, 11  32.35  5  11.90  16  20.00  
Neither easy Nor dificult, 6  17.65  10  23.81  16  20.00  
Somewhat difficult, or 4  11.76  11  26.19  15  18.75  
Very dificult? 2  5.88  12  28.57  14  17.50  
Don’t Know 2  5.88  2  4.76  4  5.00  
Missing 0  -   2  4.76  2  2.50  
         
As part of the MEB, were you asked to resubmit any records or documents that you (or someone helping you) 
 had already provided ? 
Yes 16  47.06  29  63.04  45  62.50  
No 15  44.12  12  26.09  27  37.50  
Don’t Know 3  8.82  3  6.52  6  7.50  
Missing 0  -   2  4.35  2  2.50  
         
Compared to what you expected, do you think the MEB process was…   
Much longer, 12  35.29  19  40.43  31  38.27  
Somewhat longer, 4  11.76  5  10.64  9  11.11  
About what you expected, 12  35.29  8  17.02  20  24.69  
Somewhat shorter, or 2  5.88  6  12.77  8  9.88  
Much shorter? 0  -   2  4.26  2  2.47  
Don’t Know 4  11.76  4  8.51  8  9.88  
Missing 0  -   3  6.38  3  3.70  
         
The MEB process was fair       
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Strongly Disagree 4  11.76  11  23.91  15  18.75  
Disagree 5  14.71  9  19.57  14  17.50  
Neither Agree Nor Disagree 7  20.59  11  23.91  18  22.50  
Agree 12  35.29  7  15.22  19  23.75  
Strongly Agree 3  8.82  3  6.52  6  7.50  
Don’t Know 2  5.88  3  6.52  5  6.25  
Missing 1  2.94  2  4.35  3  3.75  
         
The final MEB determination was fair      
Strongly Disagree 5  14.71  13  28.26  18  22.50  
Disagree 6  17.65  8  17.39  14  17.50  
Neither Agree Nor Disagree 5  14.71  5  10.87  10  12.50  
Agree 13  38.24  7  15.22  20  25.00  
Strongly Agree 3  8.82  8  17.39  11  13.75  
Don’t Know 2  5.88  3  6.52  5  6.25  
Missing 0  -   2  4.35  2  2.50  
         
PEB process         
I was kept informed of the status of my evaluation by the PEB    
Strongly Agree 2  5.88  10  21.74  12  15.00  
Agree 5  14.71  7  15.22  12  15.00  
Neither Agree Nor Disagree 8  23.53  8  17.39  16  20.00  
Disagree 11  32.35  13  28.26  24  30.00  
Strongly Disagree 6  17.65  3  6.52  9  11.25  
Don’t Know 2  5.88  2  4.35  4  5.00  
Missing 0  -   3  6.52  3  3.75  
         
How easy was it for you to get medical records needed for your disability evaluation as part of the PEB?  
Very easy, 11  32.35  6  13.04  17  21.25  
Somewhat easy, 7  20.59  6  13.04  16  20.00  
Neither easy Nor dificult, 6  17.65  8  17.39  14  17.50  
Somewhat difficult, or 4  11.76  9  19.57  12  15.00  
Very dificult? 4  11.76  10  21.74  12  15.00  
Don’t Know 2  5.88  4  8.70  6  7.50  
Missing 0  -   3  6.52  3  3.75  
         
As part of the PEB, were you asked to resubmit any records or documents that you (or someone helping you) 
 had already provided ? 
Yes 11  32.35  26  56.52  37  46.25  
No 18  52.94  13  28.26  31  38.75  
Don’t Know 5  14.71  4  8.70  9  11.25  
Missing 0  -   3  6.52  3  3.75  
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Compared to what you expected, do you think the PEB process was…   
Much longer, 8  23.53  13  28.26  21  26.25  
Somewhat longer, 5  14.71  8  17.39  13  16.25  
About what you expected, 11  32.35  8  17.39  19  23.75  
Somewhat shorter, or 4  11.76  5  10.87  9  11.25  
Much shorter? 0  -   2  4.35  2  2.50  
Don’t Know 6  17.65  7  15.22  13  16.25  
Missing 0  -   3  6.52  3  3.75  
         
The PEB process was fair.       
Strongly Disagree 3  8.82  8  17.39  11  13.75  
Disagree 5  14.71  9  19.57  14  17.50  
Neither Agree Nor Disagree 9  26.47  8  17.39  17  21.25  
Agree 13  38.24  10  21.74  23  28.75  
Strongly Agree 1  2.94  3  6.52  4  5.00  
Don’t Know 3  8.82  5  10.87  8  10.00  
Missing 0  -   3  6.52  3  3.75  
         
The final PEB determination was fair.      
Strongly Disagree 3  8.82  9  19.57  12  15.00  
Disagree 8  23.53  8  17.39  16  20.00  
Neither Agree Nor Disagree 4  11.76  6  13.04  10  12.50  
Agree 14  41.18  10  21.74  24  30.00  
Strongly Agree 2  5.88  5  10.87  7  8.75  
Don’t Know 3  8.82  5  10.87  8  10.00  
Missing 0  -   3  6.52  3  3.75  
         
VA Claims Process         
The VA kept me informed about the status of my claim    
Strongly Disagree 7  20.59  13  28.26  20  25.00  
Disagree 8  23.53  11  23.91  19  23.75  
Agree 11  32.35  7  15.22  18  22.50  
Strongly Agree 5  14.71  3  6.52  8  10.00  
Don’t Know 0  -   1  2.17  1  1.25  
Missing 3  8.82  11  23.91  14  17.50  
         
As part of the VA claims process, were you asked to resubmit any records or documents that you (or someone helping you) 
had already provided ? 
No 10  29.41  11  23.91  21  26.25  
Yes 18  52.94  23  50.00  41  51.25  
Don’t Know 2  5.88  1  2.17  3  3.75  
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Missing 4  11.76  11  23.91  15  18.75  
         
Compared to what you expected, do you think the VA claims process was…   
Much longer, 6  17.65  13  28.26  19  31.15  
Somewhat longer, 4  11.76  8  17.39  12  19.67  
About what you expected, 10  29.41  4  8.70  14  22.95  
Somewhat shorter, or 2  5.88  2  4.35  4  6.56  
Much shorter? 1  2.94  2  4.35  3  4.92  
Don’t Know 2  5.88  1  2.17  3  4.92  
Missing 9  26.47  16  34.78  25  40.98  
         
The VA claims process was fair       
Strongly Disagree 13  37.14  6  16.22  19  26.39  
Disagree 8  22.86  4  10.81  12  16.67  
Neither Agree Nor Disagree 4  11.43  10  27.03  14  19.44  
Agree 2  5.71  2  5.41  4  5.56  
Strongly Agree 2  5.71  1  2.70  3  4.17  
Don’t Know 3  8.57  3  8.11  6  8.33  
Missing 3  8.57  11  29.73  14  19.44  
         
The final VA determination was fair      
Strongly Disagree 9  24.32  8  18.60  17  21.25  
Disagree 6  16.22  9  20.93  15  18.75  
Agree 13  35.14  8  18.60  21  26.25  
Strongly Agree 3  8.11  3  6.98  6  7.50  
Don’t Know 2  5.41  4  9.30  6  7.50  
Missing 4  10.81  11  25.58  15  18.75  
         
The VA kept me informed of the  status  of  my  claim      
Strongly Disagree 7  20.59  13  28.26  20  25.00  
Disagree 8  23.53  11  23.91  19  23.75  
Agree 11  32.35  7  15.22  18  22.50  
Strongly Agree 5  14.71  3  6.52  8  10.00  
Don’t Know 0  -   1  2.17  1  1.25  
Missing 3  8.82  11  23.91  14  17.50  
         
How wel do you understand the VA  claims  process?      
Not at al 4  11.76  7  15.22  11  13.75  
somewhat 11  32.35  14  30.43  25  31.25  
mostly 17  50.00  14  30.43  31  38.75  
completely 2  5.88  5  10.87  7  8.75  
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Missing 0  -   6  13.04  6  7.50  
         
Compared to what you expected, was the percent disability you were assigned…  
lower than expected 8  23.53  9  19.57  17  21.25  
about what you expected 9  26.47  18  39.13  27  33.75  
higher than expected 7  20.59  3  6.52  10  12.50  
Don’t Know 1  2.94  0  -   1  1.25  
Missing 9  26.47  16  34.78  25  31.25  
         
         
Family Support         
My family was included in the Disability Evaluation Process    
Strongly Disagree 9  26.47  20  43.48  29  36.25  
Disagree 6  17.65  9  19.57  15  18.75  
Neither Agree Nor dis 13  38.24  5  10.87  18  22.50  
Agree 2  5.88  4  8.70  6  7.50  
Strongly Agree 2  5.88  1  2.17  3  3.75  
Don’t Know 2  5.88  1  2.17  3  3.75  
Missing 0  -   6  13.04  6  7.50  
         
Did you see a clinician as part of the MEB?      
No 5  14.71  8  17.39  13  16.25  
Yes 26  76.47  34  73.91  60  75.00  
Don’t Know 3  8.82  2  4.35  5  6.25  
Missing 0  -   2  4.35  2  2.50  
         
Clinician visit         
I was taken the exam room in reasonable time     
Strongly Disagree 0  -   1  2.94  1  1.67  
Disagree 0  -   3  8.82  3  5.00  
Neither Agree Nor dis 6  23.08  6  17.65  12  20.00  
Agree 13  50.00  19  55.88  32  53.33  
Strongly Agree 4  15.38  4  11.76  8  13.33  
Missing 3  11.54  1  2.94  4  6.67  
N/A 8  12  20    
         
The ofice staf at the clinicians ofice treated me with dignity and respect  
Strongly Disagree 0  -   3  8.57  3  4.92  
Disagree 1  3.85  7  20.00  8  13.11  
Neither Agree Nor dis 4  15.38  3  8.57  7  11.48  
Agree 12  46.15  16  45.71  28  45.90  
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Strongly Agree 6  23.08  5  14.29  11  18.03  
Missing 3  11.54  1  2.86  4  6.56  
N/A 8  12  20    
         
The ofice staf at the doctors ofice was helpful     
Strongly Disagree 0  -   3  8.57  3  4.92  
Disagree 1  3.85  4  11.43  5  8.20  
Neither Agree Nor dis 5  19.23  7  20.00  12  19.67  
Agree 13  50.00  16  45.71  29  47.54  
Strongly Agree 4  15.38  4  11.43  8  13.11  
Missing 3  11.54  1  2.86  4  6.56  
N/A 8  12  20    
         
The clinician listened carefuly to me      
Strongly Disagree 3  11.54  8  22.86  11  18.03  
Disagree 2  7.69  7  20.00  9  14.75  
Neither Agree Nor dis 1  3.85  4  11.43  5  8.20  
Agree 13  50.00  12  34.29  25  40.98  
Strongly Agree 4  15.38  3  8.57  7  11.48  
Missing 3  11.54  1  2.86  4  6.56  
N/A 8  12  20    
         
 
Table 7.2. Univariate Analysis of PTSD vs. No PTSD: Satisfaction/dissatisfaction 
with Assistance with the Process 
Question PTSD no PTSD total 
PEBLO number  %  number  %  number  % 
Did you have a PEBLO assigned to you?       
Yes 28  82.35  39  84.78  67  83.75 
No 3  8.82  2  4.35  5  6.25 
Don't know/can't remember 3  8.82  2  4.35  5  6.25 
Missing 0  -   3  6.52  3  3.75 
       
 Did your PEBLO keep you informed about your case?     
Never 4  9.76  3  11.54  7  10.45 
Sometimes 8  19.51  11  42.31  19  28.36 
Usualy 11  26.83  3  11.54  14  20.90 
Always 15  36.59  8  30.77  23  34.33 
Don't know 1  2.44  1  3.85  2  2.99 
Missing 2  4.88  0  -   2  2.99 
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N/A 6  7  13  
        
Treat you with courtesy and respect?       
Never 3  7.50  2  7.41  5  7.46 
Sometimes 4  10.00  4  14.81  8  11.94 
Usualy 4  10.00  4  14.81  8  11.94 
Always 26  65.00  15  55.56  41  61.19 
Don't know 1  2.50  1  3.70  2  2.99 
Missing 2  5.00  1  3.70  3  4.48 
N/A 6  7  13  
        
Help you as much as you thought he/she should?    
Never 4  9.52  5  20.00  9  13.43 
Sometimes 8  19.05  5  20.00  13  19.40 
Usualy 8  19.05  6  24.00  14  20.90 
Always 18  42.86  8  32.00  26  38.81 
Don't know 2  4.76  1  4.00  3  4.48 
Missing 2  4.76  0  -   2  2.99 
N/A 6  7  13  
        
Listen carefuly to you?        
Never 7  17.50  5  18.52  12  17.91 
Sometimes 4  10.00  6  22.22  10  14.93 
Usualy 6  15.00  4  14.81  10  14.93 
Always 20  50.00  10  37.04  30  44.78 
Don't know 1  2.50  2  7.41  3  4.48 
Missing 2  5.00  0  -   2  2.99 
N/A 6  7  13  
        
Compile al the materials you needed for your case to move forward with the disability evaluation process? 
Never 7  18.92  3  10.00  10  14.93 
Sometimes 2  5.41  6  20.00  8  11.94 
Usualy 7  18.92  5  16.67  12  17.91 
Always 18  48.65  11  36.67  29  43.28 
Don't know 1  2.70  5  16.67  6  8.96 
Missing 2  5.41  0  -   2  2.99 
N/A 6  7  13  
        
Case Manager        
Did you have a case manager assigned to you?       
No 8  23.53  6  13.04  14  17.50 
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Yes 20  58.82  31  67.39  51  63.75 
Don't know 5  14.71  5  10.87  10  12.50 
Missing 1  2.94  4  8.70  5  6.25 
        
 Did your case manager keep you informed about your case?    
Never 7  16.67  3  10.00  10  13.89 
Sometimes 10  23.81  2  6.67  12  16.67 
Usualy 6  14.29  3  10.00  9  12.50 
Always 7  16.67  11  36.67  18  25.00 
Don't know 4  9.52  5  16.67  9  12.50 
Missing 8  19.05  6  20.00  14  19.44 
N/A 14  15  29  
        
Treat you with courtesy and respect?       
Never 3  6.98  0  -   3  4.11 
Sometimes 7  16.28  2  6.67  9  12.33 
Usualy 4  9.30  5  16.67  9  12.33 
Always 17  39.53  13  43.33  30  41.10 
Don't know 4  9.30  4  13.33  8  10.96 
Missing 8  18.60  6  20.00  14  19.18 
N/A 14  15  29  
        
Help you as much as you thought he/she should?    
Never 5  11.90  1  3.33  6  8.33 
Sometimes 11  26.19  4  13.33  15  20.83 
Usualy 5  11.90  2  6.67  7  9.72 
Always 9  21.43  12  40.00  21  29.17 
Don't know 4  9.52  5  16.67  9  12.50 
Missing 8  19.05  6  20.00  14  19.44 
N/A 14  15  29  
       
Listen carefuly to you?       
Never 4  8.16  0  -   4  5.00 
Sometimes 11  22.45  3  8.57  14  17.50 
Usualy 5  10.20  4  11.43  9  11.25 
Always 10  20.41  12  34.29  22  27.50 
Don't know 11  22.45  10  28.57  21  26.25 
Missing 8  16.33  6  17.14  14  17.50 
N/A 14  15  29  
       
Compile al the materials you needed for your case to move forward with the disability evaluation process? 
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Never 8  25.81  2  6.67  10  14.08 
Sometimes 8  25.81  3  10.00  11  15.49 
Usualy 2  6.45  4  13.33  6  8.45 
Always 9  29.03  9  30.00  18  25.35 
Don't know 4  12.90  8  26.67  12  16.90 
Missing 8  25.81  6  20.00  14  19.72 
N/A 14  15  29  
       
Coordinate with your PEBLO to ensure that your case moved smoothly?  
Never 9  21.95  1  3.57  10  14.29 
Sometimes 6  14.63  5  17.86  11  15.71 
Usualy 4  9.76  3  10.71  7  10.00 
Always 10  24.39  8  28.57  18  25.71 
Don't know 4  9.76  6  21.43  10  14.29 
Missing 8  19.51  6  21.43  14  20.00 
N/A 14  15  29  
 
Table 7.3. Univariate Analysis of PTSD vs. No PTSD: Understanding of the IDES 
Understanding of the process       
Question PTSD no PTSD total 
MEB       
How wel did you/do you understand the MEB 
process? 
number  %  number  %  number  % 
Not at al 1  2.94  11  23.91  12  15.00 
Somewhat 11  32.35  14  30.43  25  31.25 
Mostly 17  50.00  12  26.09  29  36.25 
Completely 3  8.82  6  13.04  9  11.25 
Don't Know 2  5.88  1  2.17  3  3.75 
Missing 0  -   2  4.35  2  2.50 
       
PEB       
How wel did you/do you understand the PEB process?   
Not at al 13  28.26  2  5.88  15  18.75 
Somewhat 12  26.09  14  41.18  26  32.50 
Mostly 16  34.78  12  35.29  28  35.00 
Completely 1  2.17  2  5.88  3  3.75 
Don't Know 4  8.70  1  2.94  5  6.25 
Missing 0  -   3  8.82  3  3.75 
       
Clinician Visit         
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The clinician explained things in a way that was easy for me to understand  
Strongly Disagree 5  13.51  4  16.67  9  14.75 
Disagree 7  18.92  1  4.17  8  13.11 
Neither agree nor dis 6  16.22  3  12.50  9  14.75 
Agree 12  32.43  13  54.17  25  40.98 
Strongly agree 4  10.81  2  8.33  6  9.84 
Don't know 0  -   1  4.17  1  1.64 
Missing 3  8.11  0  -   3  4.92 
N/A 8  12  20  
       
Assistance       
Did you PEBLO explain the outcome at each stage of the process?   
Not at al 7  17.95  5  17.86  12  17.91 
Somewhat 4  10.26  6  21.43  10  14.93 
Mostly 8  20.51  7  25.00  15  22.39 
Completely 17  43.59  7  25.00  24  35.82 
Don't Know 1  2.56  3  10.71  4  5.97 
Missing 2  5.13  0  -   2  2.99 
N/A 6  7  13  
       
Did your case manager answer any questions you had about the process?  
Never 5  11.90  1  3.33  6  8.33 
Sometimes 10  23.81  3  10.00  13  18.06 
Usualy 6  14.29  5  16.67  11  15.28 
Always 9  21.43  10  33.33  19  26.39 
Don't know 4  9.52  5  16.67  9  12.50 
Missing 8  19.05  6  20.00  14  19.44 
N/A 14  15  29  
        0.23 
Did your case manager explain things in way that was easy to understand?  
Never 0  -   4  9.76  4  5.48 
Sometimes 4  12.50  9  21.95  13  17.81 
Usualy 4  12.50  8  19.51  12  16.44 
Always 12  37.50  9  21.95  21  28.77 
Don't know 4  12.50  5  12.20  9  12.33 
Missing 8  25.00  6  14.63  14  19.18 




Table 7.4. Univariate Analysis of PTSD vs. No PTSD: Outcomes 
Question PTSD no PTSD total 
 number  %  number   %   number  %  
In general, how satisfied are you with your health?     
Very Dissatisfied 1  2.94  7  15.22  8  10.00 
Dissatisfied 10  29.41  16  34.78  26  32.50 
Satisfied 21  61.76  17  36.96  38  47.50 
Very satisfied 2  5.88  0  -   2  2.50 
Missing 0  -   6  13.04  6  7.50 
       
       
In general, would you say your health is…     
Poor 2  5.88  11  23.91  13  16.25 
Fair 16  47.06  19  41.30  35  43.75 
Good 13  38.24  10  21.74  23  28.75 
Very Good 3  8.82  0  -   3  3.75 
Missing 0  -   6  13.04  6  7.50 
 
Table 6. Bivariate Analysis of Confounding Variables: Gender 
 Male  Female  p-value  
Satisfaction Domains number  %   number   %    
MEB        
The MEB process was fair .     
Disagree 18  38.30 11  44.00   
Agree 29  61.70 14  56.00   
        0.639 
The final MEB determination was fair.       
Disagree 21  43.75 11  44.00   
Agree 27  56.25 14  56.00   
        0.984 
PEB        
The PEB process was fair.       
Disagree 17  37.78 8  33.33   
Agree 28  62.22 16  66.67   
        0.715 
The final PEB determination was fair.       
Disagree        
Agree 18  40.00 10  41.67   
 27  60.00 14  58.33   
VA claim        0.893 
The VA claims process was fair.       
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Disagree 20  55.56 15  62.50   
Agree 16  44.44 9  37.50   
        0.593 
The final VA determination was fair.       
Disagree 18  51.43 14  58.33   
Agree 17  48.57 10  41.67   
        0.601 
PEBLO        
Help you as much as you thought 
he/she should? 
      
No 13  32.50 9  40.91   
Yes 27  67.50 13  59.09   
        0.508 
Case Manager        
Help you as much as you thought 
he/she should? 
      
No 15  48.39 6  33.33   
Yes 16  51.61 12  66.67   
        0.305 
        
Understanding Domains       
MEB        
How wel did you/do you understand 
the MEB process? 
      
Didn’t understand 35  92.11 19  76.00   
Understand 3  7.89 6  24.00   
        0.074 
PEB        
How wel did you/do you understand 
the PEB process? 
      
Didn’t understand 33  97.06 21  91.30   
Understand 1  2.94 2  8.70   
        0.34 
VA Claim        
How wel did you/do you understand 
the VA Claims process? 
      
Didn’t understand 25  83.33 17  89.47   
Understand 5  16.67 2  10.53   
        0.55 
Health Outcome Domains       
In general, would you say your health 
is? 
      
Poor-fair 27  57.45 21  77.78   
Good-very good 20  42.55 6  22.22   
        0.078 
Time Domains        
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MEB        
35 weeks or less 22  43.14 14  48.28   
36 weeks or more 29  56.86 15  51.72   
        0.657 
PEB        
5 weeks or less 28  54.90 11  37.93   
6 weeks or more 23  45.10 18  62.07   
        0.144 
VA Claims        
12 weeks or less 21  41.18 7  24.14   
13 weeks or more 30  58.82 22  75.86   
     0.125  
       
Table 12. Age       
 39 years and under 40 years and over  p-value 
Satisfaction Domains n  %   n  %   
MEB       
The MEB process was fair .        
Disagree 15  39.47 14  41.18   
Agree 23  60.53 20  58.82   
        0.883 
The final MEB determination was fair.       
Disagree 16  41.03 16  47.06   
Agree 23  58.97 18  52.94   
        0.604 
PEB        
The PEB process was fair.       
Disagree 12  31.58 13  41.94   
Agree 26  68.42 18  58.06   
        0.373 
The final PEB determination was fair.       
Disagree 15  39.47 13  41.94   
Agree 23  60.53 18  58.06   
        0.373 
VA claim        
The VA claims process was fair.       
Disagree 15  39.47 13  41.94   
Agree 23  60.53 18  58.06   
        0.836 
The final VA determination was fair.       
Disagree 16  53.33 19  63.33   
Agree 14  46.67 11  36.67   
        0.703 
PEBLO        
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Help you as much as you thought 
he/she should?  
      
No 9  28.13 13  43.33   
Yes 23  71.88 17  56.67   
        0.211 
Case Manager        
Help you as much as you thought 
he/she should?  
      
No 7  26.92 14  60.87   
Yes 19  73.08 9  39.13   
        0.017* 
        
Understanding 
Domains 
       
MEB        
How wel did you/do you understand 
the MEB process? 
      
Didn’t understand 27  79.41 27  93.10   
Understand 7  20.59 2  6.90   
        0.122 
PEB        
How wel did you/do you understand 
the PEB process? 
      
Didn’t understand 30  93.75 24  96.00   
Understand 2  6.25 1  4.00   
        0.706 
VA Claim        
How wel did you/do you understand 
the VA Claims process? 
      
Didn’t understand 19  79.17 23  92.00   
Understand 5  20.83 2  8.00   
        0.199 
Health Outcome 
Domains 
       
In general, would you say your health 
is? 
      
Poor-fair 22  59.46 26  70.27   
Good-very good 15  40.54 11  29.73   
        0.33 
Time Domains        
MEB        
35 weeks or less 16  39.02 20  51.28   
36 weeks or more 25  60.98 19  48.72   
        0.271 
PEB        
5 weeks or less 16  39.02 23  58.97   
6 weeks or more 25  60.98 16  41.03   
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        0.074 
VA Claims        
12 weeks or less 16  39.02 12  30.77   
13 weeks or more 25  60.98 27  69.23   
     0.439  
Table 7.5. Bivariate Analysis of Confounding Variables: Education 
 High school/vocational school  Colege and/or graduate 
school 
p-value 
Satisfaction Domains number  %   number  %    
MEB      
The MEB process was fair .        
Disagree 20  43.48 9  34.62   
Agree 26  56.52 17  65.38   
        0.461 
The final MEB determination was fair.       
Disagree 22  47.83 10  37.04   
Agree 24  52.17 17  62.96   
        0.37 
PEB        
The PEB process was fair.       
Disagree 15  34.88 10  38.46   
Agree 28  65.12 16  61.54   
        0.764 
The final PEB determination was fair.       
Disagree 18  42.86 10  37.04   
Agree 24  57.14 17  62.96   
        0.631 
VA claim        
The VA claims process was fair.       
Disagree 22  57.89 19  67.86   
Agree 16  42.11 9  32.14   
        0.928 
The final VA determination was fair.       
Disagree 20  54.05 12  54.55   
Agree 17  45.95 10  45.45   
        0.971 
PEBLO        
Help you as much as you thought he/she 
should?  
      
No 14  35.90 8  34.78   
Yes 25  64.10 15  65.22   
        0.929 
Case Manager        
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Help you as much as you thought he/she 
should?  
      
No 13  41.94 8  44.44   
Yes 18  58.06 10  55.56   
        0.864 
        
Understanding 
Domains 
       
MEB        
How wel did you/do you understand 
the MEB process? 
      
Didn’t understand 34  85.00 20  86.96   
Understand 6  15.00 3  13.04   
        0.831 
PEB        
How wel did you/do you understand 
the PEB process? 
      
Didn’t understand 35  97.22 19  90.48   
Understand 1  2.78 2  9.52   
        0.271 
VA Claim        
How wel did you/do you understand 
the VA Claims process? 
      
Didn’t understand 27  84.38 15  88.24   
Understand 5  15.63 2  11.76   
        0.713 
Health Outcome 
Domains 
       
In general, would you say your health 
is? 
      
Poor-fair 30  65.22 18  64.29   
Good-very good 16  34.78 10  35.71   
        0.935 
Time Domains        
MEB        
35 weeks or less 21  41.18 18  64.29   
36 weeks or more 30  58.82 10  35.71   
        0.362 
PEB        
5 weeks or less 22  43.14 17  58.62   
6 weeks or more 29  56.86 12  41.38   
        0.183 
VA Claims        
12 weeks or less 14  27.45 14  48.28   
13 weeks or more 37  72.55 15  51.72   




Table 7.6. Bivariate Analysis of Confounding Variables: Race 
 White  Minority  p-value  
Satisfaction Domains n  %  n  %   
MEB       
The MEB process was fair .       
Disagree 21  42.00 8  36.36   
Agree 29  58.00  14  63.64   
        0.653 
The final MEB determination was fair.       
Disagree 23  45.10 9  40.91   
Agree 28  54.90  13  59.09   
        0.741 
PEB        
The PEB process was fair.       
Disagree 15  31.91  10  45.45   
Agree 32  68.09  12  54.55   
        0.276 
The final PEB determination was fair.       
Disagree 19  39.58 9  42.86   
Agree 29  60.42  12  57.14   
        0.799 
VA claim        
The VA claims process was fair.       
Disagree 26  60.47 9  52.94   
Agree 17  39.53 8  47.06   
        0.594 
The final VA determination was fair.       
Disagree 23  54.76 9  52.94   
Agree 19  45.24 8  47.06   
        0.899 
PEBLO        
Help you as much as you thought he/she 
should?  
      
No 14  31.82 8  44.44   
Yes 30  68.18  10  55.56   
        0.346 
Case Manager        
Help you as much as you thought he/she 
should?  
      
No 16  45.71 5  35.71   
Yes 19  54.29 9  64.29   
        0.523 
        




MEB        
How wel did you/do you understand 
the MEB process? 
      
Didn’t understand 38  84.44  16  88.89   
Understand 7  15.56 2  11.11   
        0.649 
PEB        
How wel did you/do you understand 
the PEB process? 
      
Didn’t understand 36  94.74  18  100.00   
Understand 2  5.26 0    
        0.227 
VA Claim        
How wel did you/do you understand 
the VA Claims process? 
      
Didn’t understand 28  84.85  14  87.50   
Understand 5  15.15 2  12.50   
        0.804 
Health Outcome 
Domains 
       
In general, would you say your health 
is? 
      
Poor-fair 34  64.15  14  66.67   
Good-very good 19  35.85 7  33.33   
        0.838 
Time Domains        
MEB        
35 weeks or less 23  40.35  13  56.52   
36 weeks or more 34  59.65  10  43.48   
        0.188 
PEB        
5 weeks or less 26  45.61  13  56.52   
6 weeks or more 31  54.39  10  43.48   
        0.377 
VA Claims        
12 weeks or less 19  33.33 9  39.13   
13 weeks or more 38  66.67  14  60.87   
     0.623  
 
Table 7.8. Bivariate Analysis of Confounding Variables: Duty Status 
 Mobilized Guard or Reserve  Active Duty  p-value 
Satisfaction Domains number  %   number   %    
MEB        
The MEB process was fair .     
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Disagree 16  48.48 12  31.58 
Agree 17  51.52 26  68.42 
     0.146 
The final MEB determination was fair.     
Disagree 18  54.55 13  33.33 
Agree 15  45.45 26  66.67 
     0.07 
PEB    
The PEB process was fair.     
Disagree 14  43.75 10  27.78 
Agree 18  56.25 26  72.22 
     0.169 
The final PEB determination was fair.     
Disagree 15  48.39 12  32.43  
Agree 16  51.61 25  67.57 
     0.181 
VA claim    
The VA claims process was fair.     
Disagree 21  72.41 14  45.16 
Agree 8  27.59 17  54.84 
     0.032* 
The final VA determination was fair.     
Disagree 18  64.29 14  45.16 
Agree 10  35.71 17  54.84 
     0.141 
PEBLO    
Help you as much as you thought 
he/she should?     
No 10  37.04 12  35.29 
Yes 17  62.96 22  64.71 
     0.888 
Case Manager    
Help you as much as you thought 
he/she should?     
No 11  50.00 10  38.46 
Yes 11  50.00 16  61.54 
     0.422 
    
Understanding Domains     
MEB    
How wel did you/do you understand 
the MEB process?     
Didn’t understand 22  81.48 31  88.57 
Understand 5  18.52 4  11.43 
     0.432 
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PEB    
How wel did you/do you understand 
the PEB process?     
Didn’t understand 23  92.00 30  96.77 
Understand 2  8.00 1  3.23 
     0.43 
VA Claim    
How wel did you/do you understand 
the VA Claims process?     
Didn’t understand 20  90.91 21  80.77 
Understand 2  9.09 5  19.23 
     0.321 
Health Outcome Domains     
In general, would you say your health 
is?     
Poor-fair 23  67.65 25  62.50 
Good-very good 11  32.35 15  37.50 
     0.587 
Time Domains    
MEB    
35 weeks or less 14  40.00 22  50.00 
36 weeks or more 21  60.00 22  50.00 
     0.375 
PEB    
5 weeks or less 19  54.29 20  45.45 
6 weeks or more 16  45.71 24  54.55 
     0.435 
VA Claims    
12 weeks or less 11  31.43 17  38.64 
13 weeks or more 24  68.57 27  61.36 
 0.506 
 
Table 7.9. Bivariate Analysis of Confounding Variables: Percent Disability 
 80% or less 90% or more  p-value 
Satisfaction Domains n  %   n  %    
MEB       
The MEB process was fair .       
Disagree 5  45.45 15  36.59 
Agree 6  54.55 26  63.41 
     0.591 
The final MEB determination was fair.    
Disagree 7  58.33 15  36.59 
Agree 5  41.67 26  63.41 
     0.179 
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PEB    
The PEB process was fair. 3  25.00 13  34.21 
Disagree 9  75.00 25  65.79 
Agree     0.551 
    
The final PEB determination was fair.    
Disagree 5  41.67 13  34.21 
Agree 7  58.33 25  65.79 
     0.639 
VA claim 8  61.54  16  55.17 
The VA claims process was fair. 5  38.46 13  44.83 
Disagree    
Agree     0.7 
    
The final VA determination was fair.    
Disagree 9  69.23 13  46.43 
Agree 4  30.77 15  53.57 
     0.173 
PEBLO    
Help you as much as you thought 
he/she should?     
No 6  60.00 11  31.43 
Yes 4  40.00 24  68.57 
     0.1 
Case Manager    
Help you as much as you thought 
he/she should?     
No 3  42.86 12  44.44 
Yes 4  57.14 15  55.56 
     0.94 
    
Understanding 
Domains    
MEB    
How wel did you/do you understand 
the MEB process?    
Didn’t understand 9  90.00 30  85.71 
Understand 1  10.00 5  14.29 
     0.725 
PEB    
How wel did you/do you understand 
the PEB process?    
Didn’t understand 8  88.89 30  96.77 
Understand 1  11.11 1  3.23 
     0.339 
VA Claim    
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How wel did you/do you understand 
the VA Claims process?    
Didn’t understand 5  83.33 26  86.67 
Understand 1  16.67 4  13.33 
     0.829 
Health Outcome 
Domains    
In general, would you say your health 
is?    
Poor-fair 5  35.71 29  72.50 
Good-very good 9  64.29 11  27.50 
     0.014 
Time Domains    
MEB    
35 weeks or less 6  42.86 20  43.48 
36 weeks or more 8  57.14 26  56.52 
     0.967 
PEB    
5 weeks or less 10  71.43 21  45.65 
6 weeks or more 4  28.57 25  54.35 
     0.091 
VA Claims    
12 weeks or less 8  57.14 9  19.57 
13 weeks or more 6  42.86 37  80.43 
 0.006 
 
Table 7.10. Bivariate Analysis of Confounding Variables: Health Status 
 rated health poor-fair rated health good-very good p-value 
Satisfaction Domains n  %   n   %   
MEB        
The MEB process was fair .     
Disagree 21  46.67 6  26.09 
Agree 24  53.33 17  73.91 
     0.101 
The final MEB determination was fair.     
Disagree 26  56.52 5  21.74 
Agree 20  43.48 18  78.26 
     0.006* 
PEB    
The PEB process was fair.     
Disagree 21  46.67 4  19.05 
Agree 24  53.33 17  80.95 
     0.031* 
The final PEB determination was fair. 21  47.73 7  31.82 
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Disagree 23  52.27 15  68.18  
Agree    
     0.218 
VA claim    
The VA claims process was fair. 23  63.89 12  50.00 
Disagree 13  36.11 12  50.00 
Agree    
     0.285 
The final VA determination was fair.     
Disagree 23  63.89 12  50.00 
Agree 13  36.11 12  50.00 
     0.589 
PEBLO    
Help you as much as you thought 
he/she should?     
No 11  28.21 10  50.00 
Yes 28  71.79 10  50.00 
     0.098 
Case Manager    
Help you as much as you thought 
he/she should?     
No 16  53.33 5  29.41 
Yes 14  46.67 12  70.59 
     0.113 
    
Understanding Domains     
MEB    
How wel did you/do you understand 
the MEB process?     
Didn’t understand 33  84.62 17  85.00 
Understand 6  15.38 3  15.00 
     0.969 
PEB    
How wel did you/do you understand 
the PEB process?     
Didn’t understand 35  94.59 16  94.12 
Understand 2  5.41 1  5.88 
     0.943 
VA Claim    
How wel did you/do you understand 
the VA Claims process?     
Didn’t understand 30  88.24 12  80.00 
Understand 4  11.76 3  20.00 
     0.448 
Health Outcome Domains     




Poor-fair -  - -  - 
Good-very good -  - -  - 
    - 
Time Domains    
MEB    
35 weeks or less 19  39.58 16  61.54 
36 weeks or more 29  60.42 10  38.46 
     0.071 
PEB    
5 weeks or less 23  47.92 16  61.54 
6 weeks or more 25  52.08 10  38.46 
     0.263 
VA Claims    
12 weeks or less 19  39.58 9  34.62 
13 weeks or more 29  60.42 17  65.38 
 0.674 
 
Table 7.11. Sensitivity Analysis 
 PTSD No PTSD  
Question top 2 vs. 
botom 3 





top 2 vs. 
botom 3 





Question n  %  n  %   n  %  n  %  
MEB process            
"I was kept informed of the status of my evaluation by the MEB"          
Disagree 27  61.36  23  71.88   15  46.88  9  20.45  
Agree 17  38.64  21  65.63   17  53.13  23  52.27  
         8.70         17.65  
How easy was it for you to get medical records needed for your disability evaluation as part of the MEB?  
Difficult 33  78.57  21  65.63   12  37.50  10  23.81  
Easy 9  21.43  21  65.63   20  62.50  22  52.38  
       23.81        17.65  
Compared to what you expected, do you think the MEB process was …     
Longer or about what I expected  32  80.00  24  80.00   28  93.33  16  40.00  
Shorter 8  20.00  16  53.33  2  6.67  14  35.00  
       17.02        17.02  
The MEB process was fair .            
Disagree 31  75.61  20  64.52   16  51.61  9  21.95  
Agree 10  24.39  21  67.74   15  48.39  22  53.66  
       20.59        23.91  
The final MEB determination was fair .           
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Disagree 26  63.41  21  65.63   16  50.00  11  26.83  
Agree 15  36.59  20  62.50   16  50.00  21  51.22  
       10.87        14.71  
PEB process            
"I was kept informed of the status of my evaluation by the 
PEB" 
        
Disagree 25  60.98  17  53.13   15  46.88  7  17.07  
Agree 16  39.02  24  75.00   17  53.13  25  60.98  
       17.39        23.53  
How easy was it for you to get medical records needed for your disability evaluation as part of the PEB?   
Easy 24  61.54  16  50.00   14  43.75  10  25.64  
Difficult 15  38.46  23  71.88   18  56.25  22  56.41  
       17.39        17.65  
Compared to what you expected, do you think the PEB process was …        
Longer or about what I expected  29  80.56  21  75.00   24  85.71  13  36.11  
Shorter 7  19.44  15  53.57   4  14.29  15  41.67  
       17.39        32.35  
The PEB process was fair .            
Disagree 25  65.79  17  54.84   17  54.84  8  21.05  
Agree 13  34.21  21  67.74   14  45.16  23  60.53  
       17.39        26.47  
The final PEB determination was fair .           
Disagree 23  60.53  17  54.84   15  48.39  11  28.95  
Agree 15  39.47  21  67.74   16  51.61  20  52.63  
       13.04       11.76  
VA Claims Process            
Compared to what you expected, do you think the VA claims process was …     
Longer or about what I expected  25  86.21  21  91.30   20  86.96  10  34.48  
Shorter 4  13.79  8  34.78   3  13.04  13  44.83  
       8.70        29.41  
The VA claims process was fair .           
Disagree 19  59.38  19  67.86   16  57.14  16  50.00  
Agree 13  40.63  13  46.43   12  42.86  12  37.50  
       27.03        11.43  
The final VA determination was fair .           
Disagree 15  70.59  15  53.57   17  60.71  17  54.84  
Agree 16  51.61  16  57.14   11  39.29  11  35.48  
       18.60        35.14  
Was the VA rating you received..            
Lower 17  70.83  9  30.00   27  90.00  8  33.33  
About what you expected or higher  7  29.17  21  70.00  3  10.00  16  66.67  
       39.13        26.47  
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Family Support            
My family was included in the Disability Evaluation 
Process 
        
Disagree 34  87.18  29  87.88   28  87.50  15  65.22  
Agree 5  12.82  10  30.30   4  12.50  17  73.91  
       10.87        38.24  
Clinician Visit            
 I was taken to the exam room in a reasonable time         
Disagree 6  26.09  4  12.12   10  30.30  0  -   
Agree 17  73.91  29  87.88   23  69.70  23  100.0  
       17.65        23.08  
I was treated by the clinician with dignity and 
respect 
         
Disagree 5  21.74  10  29.41   13  38.24  1  4.35  
Agree 18  78.26  24  70.59   21  61.76  22  95.65  
       8.57        15.38  
The staf at the doctors ofice was helpful           
Disagree 6  26.09  7  20.59   14  41.18  1  4.35  
Agree 17  73.91  27  79.41   20  58.82  22  95.65  
       20.00        19.23  
The clinician listened to me            
Disagree 6  26.09  15  44.12   19  55.88  5  21.74  
Agree 17  73.91  19  55.88   15  44.12  18  78.26  
       5.00        3.85  
 
 
Table 7.12. Subgroup Analysis: Women 
Question no PTSD PTSD total p-value 
MEB Process number  %  number  %  number  %  
Compared to what you expected, do you think the MEB process was.   
Longer 7  58.33  6  46.15  13  52.00  
Shorter 5  41.67  7  53.85  12  48.00  
        0.695 
The MEB process was fair .       
Disagree 5  41.67  6  46.15  11  44.00  
Agree 7  58.33  7  53.85  14  56.00  
        1 
The final MEB determination was fair .      
Disagree 4  33.33  7  53.85  11  44.00  
Agree 8  66.67  6  46.15  14  56.00  
        0.428 
 
 187
PEB process        
Compared to what you expected, do you think the PEB process was…   
Longer 6  54.55  5  41.67  11  47.83  
Shorter 5  45.45  7  58.33  12  52.17  
        0.684 
The PEB process was fair       
Disagree 4  33.33  4  33.33  8  33.33  
Agree 8  66.67  8  66.67  16  66.67  
        1 
The final PEB determination was fair      
Disagree 5  41.67  5  41.67  8  26.67  
Agree 7  58.33  7  58.33  22  73.33  
        1 
VA Claims Process       
        
Compared to what you expected, do you think the VA claims process was …   
Longer 6  66.67  8  80.00  14  73.68  
Shorter 3  33.33  2  20.00  5  26.32  
        0.628 
The VA claims process was fair .      
Disagree 8  72.73  6  46.15  15  62.50  
Agree 3  27.27  7  53.85  9  37.50  
        0.24  
The final VA determination was fair .      
Disagree 8  72.73  6  46.15  22  70.97  
Agree 3  27.27  7  53.85  9  29.03  0.24 
        
Compared to what you expected was your rating…     
Lower 2  22.22  3  30.00  5  26.32  
About the percentage you 
expected or higher 
7  77.78  7  70.00  14  73.68  
        1 
 
Table 7.13. Subgroup Analysis: Reservists/National Guard 
Question no PTSD PTSD total p-value 
 number  %  number  %  number  %  
Compared to what you expected, do you think the MEB process was.   
Longer 7  58.33  14  63.64  21  61.76  
Shorter 5  41.67  8  36.36  13  38.24  
        1 
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The MEB process was fair       
Disagree 5  41.67  11  52.38  16  48.48  
Agree 7  58.33  10  47.62  17  51.52  
        0.721 
The final MEB determination was fair      
Disagree 6  50.00  12  57.14  18  54.55  
Agree 6  50.00  9  42.86  15  45.45  
        0.731 
PEB process        
Compared to what you expected, do you think the PEB process was…   
Longer 4  44.44  13  65.00  17  58.62  
Shorter 5  55.56  7  35.00  12  41.38  
        0.422 
The PEB process was fair       
Disagree 5  41.67  9  45.00  14  43.75  
Agree 7  58.33  11  55.00  18  56.25  
        1 
The final PEB determination was fair      
Disagree 6  54.55  9  45.00  15  48.39  
Agree 5  45.45  11  55.00  16  51.61  
        0.716 
VA Claims Process       
        
Compared to what you expected, do you think the VA claims process was…   
Longer 3  33.33  10  66.67  13  54.17  
Shorter 6  66.67  5  33.33  11  45.83  
        0.206 
The VA claims process was fair      
Disagree 9  75.00  12  70.59  21  72.41  
Agree 3  25.00  5  29.41  8  27.59  
        1 
The final VA determination was fair      
Disagree 9  75.00  9  56.25  18  64.29  
Agree 3  25.00  7  43.75  10  35.71  
        0.434 
Compared to what you expected was your rating…     
Lower 3  37.50  8  50.00  11  45.83  
About the percentage you 
expected or higher 
5  62.50  8  50.00  13  54.17  
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